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1) The academic dossier consisting of two essays, two problem based 
learning reflective accounts and two summaries of process accounts from 
the personal and professional learning discussion groups.
2) The clinical dossier consisting of a summary of the placements across 
the three years and four case report summaries and one summary of the oral 
presentation of clinical activity.
3) The research dossier consisting of the research log checklist, the service 
related research project (SRRP), evidence of presentation of the SRRP, an 
abstract of the qualitative research project and the major research project.
STATEMENT OF COPYRIGHT
No part of this portfolio may be reproduced without permission of the 
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Abstract
Metacognitive beliefs are ‘thoughts about thoughts’ and they have been 
implicated in the development and maintenance of a range of emotional 
disorders. Applying Wells & Matthews (1994, 1996) Self-Regulatory 
Executive Function (S-REF) to psychotic experiences Morrison et al. (1995) 
and Morrison (2001) propose that metacognitive beliefs may create 
cognitive dissonance and arousal with the occurrence of intrusive thoughts, 
leading to the thought being externalised resulting in psychotic symptoms. 
Current evidence supports their proposal, finding that negative beliefs, in 
particular thoughts about responsibility, punishment, and superstition are 
consistently found to be related to psychotic experiences. There is also 
some evidence that positive beliefs are related. However, it may be that 
Morrison and colleagues’ model is more parsimonious for some psychotic 
symptoms, such as symptoms of thought interference, than others. As the 
research is cross-sectional we are unable at this stage to make causal 
statements and so we cannot confirm the S-REF model. Nevertheless, the 
fact that maladaptive metacognitive beliefs are present suggests that this is 
an important area to target in treatment and relevant therapeutic models are 
discussed.
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1 Introduction
Psychotic experiences have historically been defined as the experiences that 
occur in psychotic illnesses, such as schizophrenia. These are separated into 
positive symptoms, including hallucinations, delusions, and disorganised 
speech or behaviour, and negative symptoms, including avolition, 
anhedonia, and blunted affect (DSM-IV; American Psychiatric Association, 
APA; 1994). Recent evidence suggests that psychotic experiences exist 
along a continuum and are much more prevalent among the general 
population than previously thought (Stip & Letourneau, 2009). This 
suggests that what is Occurring in clinical populations is not as different to 
that in non-clinical populations, providing scope for enhancing our 
understanding of psychotic psychological disorders. In fact, much like in 
emotional disorders it may be the appraisal of these experiences that 
determines whether someone is part of a clinical population.
In line with this proposal, one area of research is the role of metacognitive 
beliefs. Metacognition is defined as “thinking about thinking” (Flavell, 
1979). Metacognitive beliefs include beliefs about thought processes (e.g. ‘I 
am forgetful’), the advantages and disadvantages about different types of 
thinking (e.g. ‘Worrying too much can damage your health’), as well as 
beliefs about the content of thoughts (e.g. ‘I shouldn’t have bad thoughts 
about people’) (Wells, 1995; cited in Morrison, 2001). Metacognitive 
beliefs have already been found to play a role in a range of psychological 
disorders, including generalised anxiety disorder, post-traumatic stress 
disorder, and depression (Morrison et a l, 2007) and with evidence 
suggesting that the distinction between emotional problems and psychosis is 
not as clear cut as once thought (Garcia-Montes, 2006), it seems that this is 
an important area to investigate in the both the development and 
maintenance of psychotic experiences.
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In the course of this review I will consider the theoretical models relevant to 
the role of metacognitive beliefs in psychotic experiences before reviewing 
the evidence for this role in relation to different experiences in turn. This is 
in line with a move towards a symptom-oriented approach to disorders 
(Bentall, 2003; cited in Linney & Peters, 2007) which I believe helps to 
highlight the different nature of different types of psychotic experiences. As 
these models provide an explanation for positive symptoms but not negative 
ones, and this is what research has focused on, it will be these that will be 
considered in the review. Finally, I will consider the methodological 
limitations inherent in the research in general as well as relationships to 
other cognitive deficits/dysfunctions in psychosis and the clinical 
implications arising from the evidence base.
2 Method
To conduct this literature review I predominantly searched two databases, 
Web of Science and Google Scholar, for articles between the years 2000 and 
2009. Search terms psychosis, schizophrenia, psychotic, psychoses, 
metacognitive and metacognitions were used, employing the Boolean 
operators AND/OR. Articles were discarded if they referred to 
metacognitions from a different perspective as metacognition can refer to 
different psychological processes when looked at from different theoretical 
perspectives. If texts not identified in this search emerged as important texts 
then these were also sourced.
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3 Theoretical Models of Metacognition
3.1 Wells & Matthew's (1994, 1996) Self-Regulatory 
Executive Function (S-REF)
To understand the role of metacognitive beliefs in psychotic experiences it 
is important to first understand Wells & Matthews (1994, 1996) S-REF, as 
this model underpins research into the role of metacognitive beliefs in both 
emotional and psychotic disorders. The S-REF is a process involving three 
interacting levels that regulate cognitions, affect and behaviour. There is a 
level of automatic and reflexively driven processing units, a level of 
attentionally demanding voluntary processing, and a level of stored 
knowledge or self-beliefs. These self-beliefs are central to S-REF 
processing and affect both appraisals as well as strategies. Wells & 
Matthews propose that there are two types of belief that are involved -  (i) 
declarative beliefs (e.g. T’m worthless’); and (ii) procedural plans, for 
example, for coping with perceived or actual threat. The S-REF not only 
appraises external events but also internal signals and serves a 
metacognitive function by appraising such events in terms of personal 
relevance to the individual, which then guides the procedures that are 
implemented.
Wells & Matthews (1994, 1996) propose a Cognitive-Attentional Syndrome 
(CAS) that is involved in the development and maintenance of emotional 
disorders, characterised by heightened self-focus and related reduced 
cognitive efficiency, activation of self-beliefs, self and threat monitoring, 
and safety behaviours that do not allow the modification of beliefs. The 
CAS is driven by metacognitive beliefs, both positive and negative. For 
example, a client with health anxiety may believe that worrying keeps them 
healthy and so the S-REF implements strategies to monitor their body for 
symptoms, engage in safety behaviours such as seeking reassurance, and 
heightened attention to health-related matters. S-REF appraisals and
10
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procedures are likely to vary across disorders and will also be idiosyncratic
to individuals.
3.2 Morrison's (2001) Model
Using Wells & Matthews (1994, 1996) S-REF framework Morrison, 
Haddock & Tarrier (1995) have developed a ‘top-down’ model to explain 
the occurrence of hallucinations, which Morrison (2001) extended to 
delusions as well. Central to this model are intrusive thoughts, which can be 
defined as repetitive thoughts, images or impulses that are unacceptable 
and/or unwanted (Rachman, 1978; cited in Morrison, 2001) and which are 
usually accompanied by subjective discomfort (Rachman, 1981; cited in 
Morrison, 2001). Morrison and colleagues propose that when an individual 
experiences an intrusive thought that conflicts with certain metacognitive 
beliefs, this leads to a negative state of arousal and anxiety, and as a result 
the person externalizes their intrusive thought, resulting in psychotic 
experiences. According to this model, for instance, an individual who 
believes that their thoughts must be pure at all times is likely to be 
distressed when they experience an intrusive thought that is highly rude 
about someone, and so they experience this thought as external to them, for 
example as an auditory hallucination.
Both positive and negative metacognitive beliefs are implicated in Morrison 
and colleagues’ model, and it is the combination of the two that is perceived 
as being highly pathological. Negative beliefs about cognitions are 
implicated in the development of psychotic symptoms, as discussed, and the 
distress associated with such experiences, whilst positive beliefs about these 
are likely to result in the person making efforts to engage and maintain their 
experience, for example by drug taking to induce hallucinations. They 
argue that it is the individuals who hold both positive and negative beliefs 
who are likely to develop psychosis and be seen by services. Dependent on 
the metacognitive beliefs held by an individual, procedures within the S-
11
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REF will be activated, which can include safety behaviours, selective
attention, and thought control strategies.
Morrison (2001) suggests that the exact nature of the misattribution will 
depend upon previous experience, beliefs and knowledge. For example, 
Linney & Peters (2007) suggested that individuals who believe the mind is 
permeable, which may be influenced by religious upbringing and the belief 
that God can read one’s thoughts, may be more likely to experience 
symptoms of thought interference. Morrison (2001) also speculated that 
traumatic experiences may be highly involved in the development of self, 
social, and metacognitive beliefs, which is supported by evidence linking 
trauma to psychotic experiences (e.g. Ensink, 1992; as cited in Morrison, 
2001).
Morrison and colleagues argue that psychotic symptoms are therefore 
essentially normal phenomena, intrusive thoughts, which are misattributed. 
The difference between whether an individual is perceived as suffering from 
a ‘neurotic’ disorder such as obsessive-compulsive disorder (OCD) or a 
‘psychotic’ disorder seems to be the cultural acceptability of their 
interpretation. If this model is supported the historical distinction between 
psychosis and neurosis is greatly weakened, suggesting that we can 
understand and consequently treat psychotic symptoms in similar ways to 
more established psychological models and interventions for emotional 
disorders.
4 Metacognitive Beliefs and Symptoms of Psychosis
4.1Metacognitive Beliefs and Hallucinations
Most of the research investigating the role of metacognitive beliefs in 
psychotic experiences has focused on hallucinations, which can be defined 
as “A sensory experience which occurs in the absence of corresponding
12
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external stimulation of the relevant sensory organ, has a sufficient sense of 
reality to resemble a veridical perception, over which the subject does not 
feel s/he has direct and voluntary control, and which occurs in the awake 
state” (David, 2004; cited in Laroi & Woodward, 2007).
In terms of the relationship between metacognitive beliefs and 
hallucinations, Morrison & Wells (2003) found that clients experiencing 
auditory hallucinations scored higher than other patient groups on positive 
beliefs about worry, negative beliefs about uncontrollability and danger, 
cognitive confidence, and negative beliefs in general, including 
responsibility, punishment and superstition, and scored higher than non­
patients on cognitive self-consciousness on the Meta-Cognitions 
Questionnaire (MCQ; Cartwright-Hatton & Wells, 1997). Morrison et al. 
(2007) also found that a schizophrenia spectrum group scored higher than an 
at-risk group for psychosis on positive beliefs about worry, arguing that this 
supports their theory that negative beliefs about cognitions are associated 
with the development of hallucinations but that it is the co-occurrence of 
positive beliefs that maintains and escalates symptoms.
However, Laroi & Linden (2005) argue that Morrison and colleagues are not 
effectively measuring hallucinations. In their research they separate visual 
hallucinations, auditory hallucinations, vivid and intrusive thoughts, vivid 
daydreams and sleep-related daydreams. I believe that these are important 
distinctions to make as hallucinations are heterogeneous experiences and it 
may be that different processes are involved in different types of 
hallucinations. They found that both positive and negative beliefs were the 
best predictors for auditory and visual hallucinations, and vivid daydreams, 
but not for sleep-related hallucinations and vivid and intrusive thoughts. 
They argue that the former experiences may therefore lead to cognitive 
dissonance and as a result negative affect due to incompatibility with 
metacognitive beliefs whilst the latter experiences may not. However, to me 
this raises questions around Morrison and colleagues’ S-REF model as I 
question why vivid and intrusive thoughts were not associated with
13
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metacognitive beliefs as intrusive thoughts are central to their model. 
However, it may be that the intrusive thoughts assessed were not 
incompatible with respondents’ metacognitive beliefs and so were not 
externalised and that the ones that were incompatible were experienced as 
auditory hallucinations. Nevertheless, I feel this needs further exploration.
In addition, one criticism of the research is that it has relied on the MCQ 
which was not designed to assess metacognitive beliefs in relation to 
psychotic symptoms but in anxiety disorders. To address this Stirling, 
Barkus & Lewis (2007) developed a modified version of the MCQ they 
called the MCQ-thinking to make it more accessible to people experiencing 
psychotic symptoms. In it they replaced the terms ‘worry’ and ‘worrying’ 
with ‘thinking’ and ‘reflecting on or about thought(s) and thinking’. They 
separated respondents into two groups based on level of schizotypy, which 
reflects the extent to which an individual is considered psychosis-prone, 
finding that people scoring high in schizotypy tended to ruminate more 
about their thoughts in relation to both positive and negative aspects of 
thinking, and that beliefs around the uncontrollability and dangerous nature 
of thoughts and negative beliefs about thoughts were the best predictors of 
schizotypy.
Morrison et a l (2002) also developed a self-report measure to assess 
interpretations of voices (Interpretations of Voice Inventory, IVI), which 
looks at metaphysical beliefs about voices (covering themes such as 
spirituality, badness, punishment, harm and power), positive beliefs about 
voices, and interpretations of control (covering beliefs about becoming 
‘mad’). They found that positive beliefs about voices were positively 
associated with vulnerability to auditory hallucinations when covariances 
between these beliefs, trait anxiety, and beliefs about worry were controlled 
for. Metaphysical beliefs about voices were the only independent predictor 
of distress, a finding supported by Morrison et a l (2004) who found that 
metaphysical beliefs predicted the emotional characteristics of voices and 
whether someone had the status of a voice-hearer. Morrison et a l (2004)
14
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also found that interpretations about a loss of control were associated with 
distress. Morrison and colleagues argue that it is unsurprising that these two 
sets of beliefs are associated with distress because they are by their nature 
negative interpretations, providing support for the S-REF model of 
hallucinations, in that positive beliefs were associated with the presence of 
voices whilst negative beliefs were associated with distress.
However, Morrison et al. (2002) controlled for anxiety in their research, 
which Garcia-Montes et al. (2006) argues makes their findings relatively 
artificial. Drawing on work by Freeman & Garety (2003) (cited in Garcia- 
Montes et al, 2006), who claimed that anxiety and other emotional 
problems cannot be separated from psychotic experiences, Garcia-Montes et 
al. propose that it is efficacious to compare different clinical groups from 
which inferences about the role of factors such as anxiety, depression, and 
metacognitive beliefs can be drawn. I am in agreement with this research 
method as clients seen by clinical psychologists, rarely have discrete 
problems, co-morbidity is the rule rather than the exception, and to separate 
problems in research raises questions over the applicability of the findings 
to clinical work. Instead, this method allows us to begin to understand the 
roles that different factors have on psychotic experiences whilst maintaining 
ecological validity.
Garcia-Montes et al. (2006) compared clients with psychosis who 
experienced auditory hallucinations, those who have never experienced 
auditory hallucinations, those who no longer present with auditory 
hallucinations, patients diagnosed with OCD, a clinical group with none of 
these disorders, and a non-clinical group. Their results support the role of 
metacognitive beliefs in auditory hallucinations as well as similarities in this 
domain between this group and those with OCD, finding that these two 
groups were more likely to perceive their thoughts as uncontrollable and 
dangerous and to believe that their thoughts can have an effect on the 
external world, which is referred to as thought-action fusion. The only 
factor found to predict scores on a measurement of hallucinations was
15
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negative beliefs about thoughts in general, including responsibility, 
punishment and superstition, and the authors propose that this factor is 
central to both disorders. They suggested that what distinguished the 
hallucinatory group from the OCD group was the level of awareness 
participants had about their thoughts, with clients with OCD being more 
consciously aware of their thoughts.
In line with Garcia-Montes et a l (2006) methodological recommendations, 
Morrison & Wells (2007) compared clients with a diagnosis within the 
schizophrenia spectrum and clients with a diagnosis of an anxiety disorder. 
They found that the two groups did not differ from each other in terms of 
social worry, health worry and meta-worry and that only meta-worry and 
emotional responses were positively related to hallucinations. They argued 
this provides further support for their S-REF model of hallucinations.
Brett et a l (2009) found that negative beliefs in general, including 
responsibility, punishment and superstition, and positive beliefs about 
worry, most clearly differentiated a clinical group with psychotic 
experiences from a non-clinical group with occasional psychotic 
experiences, supporting the proposal that metacognitive beliefs determine 
whether an individual will seek help when an anomalous experience, such as 
hearing a voice, occurs. They also found that higher rates of maladaptive 
metacognitive beliefs in the group of clients with a psychotic diagnosis were 
associated with higher levels of anxiety, and to a lesser extent, depression. 
This supports the S-REF model, suggesting that metacognitive beliefs 
influence the effects of anomalous experiences via anxiety.
Overall, the research seems to support an association between metacognitive 
beliefs and hallucinations, in line with Morrison and colleagues’ proposal 
that it is the combination of positive and negative beliefs that is most 
pathological, and that this relationship may be mediated by anxiety. In 
particular, negative thoughts in general, including superstition, 
responsibility, and punishment appear to be important.
16
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4.2Metacognitive Beliefs and Delusions
Delusions can be difficult to define but they tend to have three basic 
characteristics -  (i) being held with certainty; (ii) being resistant to counter­
arguments and experiences; and (iii) their content being impossible (Peters 
et a l 2007). The most common type of delusion are persecutory delusions, 
which have been defined by the DSM-IV (APA, 1994) as being a delusion 
in which one (or someone to whom one is close) is being attacked, harassed, 
cheated, persecuted, or conspired against. Evidence suggests that 
hallucinations and delusions are closely related (e.g. Laroi & Linden, 2005) 
and delusions may emerge as explanations for hallucinations (Laroi & 
Woodward, 2007). Morrison et al (2005) argue that positive beliefs are 
associated with the development of paranoid thinking whilst negative beliefs 
are associated with distress and resulting help-seeking
Garcia-Montes et a l (2005) found that after controlling for trait anxiety, the 
only metacognitive beliefs that demonstrated a significant relationship with 
paranoia were positive beliefs about worry and low cognitive confidence, 
the latter being the only factor that predicted paranoia. However, as 
discussed it may be artificial to control for anxiety in research looking at 
metacognitive beliefs and psychotic experiences.
Morrison et a l  (2005) have developed the Beliefs About Paranoia Scale 
(BAPS), which contains four subscales -  (i) negative beliefs about paranoia; 
(ii) beliefs about paranoia as a survival strategy; (iii) general positive 
beliefs; and (iv) normalizing beliefs. They found that including 
metacognitive beliefs in a regression analysis increased the amount of 
variance in paranoia explained by 24%, clearly implicating metacognitive 
beliefs, and negative beliefs were associated with distress associated with 
delusional ideation. The fact that both positive and negative beliefs were 
identified in the development of the measure also supports the S-REF
17
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model. In addition, Morrison & Wells (2007) found that social worry,
health worry, and meta-worry were all related with cognitive and emotional
dimensions of delusions, which they argue support the proposal that the
relationship between psychotic experiences and emotion are dependent upon
worry.
Laroi & Linden (2005) found that the relationship between metacognitive 
beliefs and delusions varied according to the type of delusion. They suggest 
that cognitive dissonance occurs with delusions associated with 
suspiciousness and persecutory ideas, and those associated with paranormal 
beliefs, but that grandiose ideas were neither related to positive nor negative 
metacognitive beliefs. Indeed, such ideas may instead relate to positive 
affectivity. Therefore, Morrison and colleagues’ model appears to be 
supported with persecutory delusions but it is less clear how it can explain 
more positive delusions, as these may not conflict with metacognitive 
beliefs. More research is needed to investigate the role of metacognitive 
beliefs with different types of delusions, as it may be that Morrison’s model 
is more parsimonious for some than others.
Overall, research into the relationship between metacognitive beliefs and 
delusions suggest that both positive and negative metacognitive beliefs are 
involved with persecutory delusions but the evidence is less clear with 
grandiose delusions.
43M etacognitive Beliefs and Thought Interference
Symptoms of thought interference “primarily involve believing that one’s 
thoughts are not fully under one’s own control and/or are not private” 
(Linney & Peters, 2007; p. 2726). Linney & Peters (2007) propose that 
Morrison’s model of psychotic symptoms is more parsimonious for 
symptoms of thought interference than for hallucinations. They argue that 
there are marked phenomenological differences between intrusive thoughts
18
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and voices, which are not accounted for in the model, but that this isn’t the 
case for symptoms of thought interference, such as thought insertion, as they 
are still being experienced as a thought, albeit one externally generated. 
Linney & Peters (2007) suggest that as Morrison and colleagues didn’t 
control for symptoms of thought interference in their research and so their 
results may have been confounded.
In their research Linney & Peters (2007) employed measures of 
metacognitive beliefs found in obsessional patients, which they propose are 
more likely to elicit cognitive dissonance in people with psychotic 
symptoms. Total scores on the Interpretation of Intrusions Inventory (III; 
Obsessive Compulsive Cognitions Working Group, 2001, Steketee, 2005; 
cited in Linney & Peters, 2007) was a significant predictor of symptoms of 
thought interference. In addition, using an anomalous task, they found that 
people with thought interference were more likely to believe that their mind 
is ‘permeable’. They propose that this may be an underlying belief 
developed though experience, which may be activated by the experience of 
an anomalous experience, such as an intrusive thought, which leads to the 
development of thought interference.
Overall, Linney & Peters (2007) argue that their findings suggest that 
Morrison’s model is more applicable to symptoms of thought interference 
than for auditory hallucinations. However, this is only one study and more 
research is needed to replicate their findings.
4.4Metacognitive Beliefs and Associations with Other 
Cognitive Deficits /  Dysfunctions
Research into the development of psychosis has identified a range of 
cognitive deficits or dysfunctions and I believe that it is important to 
examine links between these different cognitive deficits/dysfunctions as it 
seems likely that they may affect one another. Indeed, Debbané et al. 
(2009) speculate that anomalous experiences, which may be caused by
19
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source monitoring deficits, would then conflict with metacognitive deficits 
causing cognitive dissonance, which would enhance the likelihood of 
misattribution. They therefore suggest that ‘bottom-up’ and ‘top-down’ 
theories may be complementary to our understanding of psychotic 
experiences. I believe that this is an important avenue to pursue in research.
5 Clinical Implications
The research reviewed provides support for Morrison and colleagues S-REF 
model of psychotic symptoms with both positive and negative 
metacognitive beliefs being implicated, providing scope for interventions 
designed to address such beliefs. Wells & Matthews (1996) suggest that 
metacognitive profiles need to be assessed early in treatment and then 
modified, arguing that procedural beliefs need to be altered as well as 
declarative beliefs if therapy is to make any meaningful and lasting change. 
Any positive beliefs about experiences will also need to be assessed and 
ways of providing such benefits developed as these may block engagement 
in treatment.
Wells (1990) (cited in Wells, 2007) has developed an attention training 
technique (ATT) to modify metacognitive procedures as well as beliefs, 
which Valmaggia et a l (2007) have adapted for use with clients 
experiencing auditory hallucinations. This consists of auditory attentional 
exercises involving selective attention, attention switching, and divided 
attention. Wells (2007) report that preliminary data suggests that this can 
have a meaningful effect on thinking styles and beliefs in a range of 
disorders although may be most effective in a multi-component package that 
also includes techniques for altering maladaptive positive and negative 
metacognitive beliefs.
Pérez-Àvarez et a l (2008) also discuss metacognitive techniques to help 
individuals change their relationship with their voices. Mindfulness
20
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meditation focuses on decentred awareness and metacognitive insight, with 
the aim of becoming more aware and accepting of the present as well as 
becoming aware of implicit metacognitive beliefs and how these affect your 
reactions and behaviour. A similar therapeutic approach is Acceptance and 
Commitment Therapy (ACT; Hayes et al, 1999), which aims to help 
individuals understand internal events as experiences of the self but not as 
the self, enhancing acceptance of experiences whilst pursuing a meaningful 
and valued life.
Evidence also suggests that more traditional cognitive-behavioural therapy 
(CBT) interventions may be effective in treating psychotic symptoms, as 
specified in the NICE guidelines for schizophrenia (2009). Morrison et a l 
(2002, 2004, 2007) have developed a cognitive therapy, which includes a 
focus on metacognitive beliefs about unwanted thoughts. At a 12-month 
follow-up this appeared to reduce transition to psychosis in an at-risk group, 
although at a 3-year follow-up it only reduced the likelihood of being 
prescribed antipsychotic medication but not the likelihood of being 
diagnosed as psychotic by the Positive and Negative Symptoms Scale 
(PANSS; Kay & Opler, 1987; cited in Morrison et al, 2007) or the DSM- 
IV. This therefore raises some questions about the efficacy of CT 
treatments on treating psychotic symptoms in the long-term, although it is 
important to remember that receiving a diagnosis of a disorder may not be 
as important as an individual’s perceived ability to cope and lead a 
meaningful life despite their symptoms when we are measuring the success 
of a given intervention.
Overall, currently there are some innovative therapeutic techniques that are 
being developed to help individuals deal with their psychotic experiences, 
which are influenced by research into metacognitive beliefs. I am currently 
working with a number of clients with psychotic symptoms where strongly 
held metacognitive beliefs appear to play a role in their problems and am 
therefore drawing upon these interventions. In particular, my clients and I
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have been interested in ACT and the idea of changing your relationship with
unwanted thoughts and experiences.
6 Methodological Considerations
Whilst I have already discussed some methodological limitations of specific 
studies there are a number of limitations that seem inherent to the research 
as a whole. All of the research has come from cross-sectional studies and so 
it is not possible to make causal statements. It may be that maladaptive 
metacognitive beliefs are caused by the experience of psychosis rather than 
the other way round. Prospective, longitudinal research that examines the 
development of metacognitive beliefs and anomalous and psychotic 
experiences in relation to each other, as well as the role of anxiety, is needed 
if we are to truly assess the validity of Morrison and colleagues’ S-REF 
model.
I also feel that there is scope for the development and validation of a 
questionnaire specifically designed for assessing metacognitive beliefs in 
relation to psychotic experiences. Whilst a number of authors have looked 
at this their measurements do not seem to have been picked up by other 
researchers, and measures originally designed for anxiety disorders are still 
predominantly used. Whilst the development of a new measure will make it 
difficult to make comparisons with past research it is essential that 
metacognitive beliefs are being effectively measured if we are to be able to 
make substantial claims based upon the evidence.
Reeder et al. (in press) also argue that we need to make “distinctions 
between metacognitive beliefs about thoughts and metacognitive beliefs 
about cognitive skills, and between those that relate to thinking in general 
and those that relate to one’s own thinking” as this will have “implications 
for treatment: if, in psychosis, metacognitive beliefs about one’s own 
cognitive skills are negative and accurate, the aim of treatment might be to
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improve the cognitive skill (e.g. memory). However, if the metacognitive 
beliefs are negative but inaccurate, the aim might be to modify distorted 
metacognitions.” (p. 3). They were able to distinguish between thoughts 
about one’s own thinking and thoughts about cognition in general among 
participants, with only beliefs about one’s own thoughts being associated 
with psychotic-like experiences. This is something that needs to be further 
researched.
Finally, whilst I have suggested that it is helpful to investigate different 
symptoms separately, it is important to remember that in reality an 
individual will often experience a number of different psychotic symptoms 
that will impact upon each other. Therefore, I believe that future studies 
should compare groups with different combinations of symptoms, in line 
with Garcia-Montes et a l (2006) methodological proposal, for us to 
elucidate the relationships between metacognitive beliefs and different 
psychotic experiences.
7 Conclusions
The research reviewed suggests that there is some evidence that 
metacognitive beliefs play a role in psychotic experiences, both in clinical 
and non-clinical populations. In particular, negative beliefs about thoughts 
in general, including responsibility, punishment and superstition, and 
metaphysical beliefs are related both to the psychotic experience and to 
distress associated with this. There also appeared to be some evidence that 
positive beliefs are involved, although this finding was not as consistent 
across studies. This therefore provides some support for Morrison and 
colleagues’ S-REF model that negative metacognitive beliefs are involved 
in the development of psychotic experiences due to misattribution of 
intrusive thoughts as well as the distress associated with such experiences, 
and that positive metacognitive beliefs may be involved in efforts to engage 
with these experiences and therefore their escalation and maintenance.
23
Academic Dossier
The Role of Metacognitive Beliefs in Psychotic Experiences
However, support appears to vary dependent on the psychotic symptom 
considered. The majority of research has focused on auditory hallucinations 
and whilst evidence supports this it may be that the results were confounded 
by not controlling for symptoms of thought interference, which Linney & 
Peters (2007) argue better fits this model. In terms of delusions, the model 
better explains persecutory delusions than grandiose delusions. 
Nevertheless, whilst the findings reported partially support the model at this 
stage we cannot make causal statements to fully support the model. 
Therefore, much more research is needed into the role of metacognitive 
beliefs in psychotic experiences.
Finally, when reviewing the research I was struck by the lack of cultural 
consideration throughout. Experience appears to influence the development 
of metacognitive beliefs and it seems likely that the culture that someone is 
brought up in will have an impact. As discussed, someone from a highly 
religious background may develop different beliefs to someone who was 
brought up from a secular background. “Experience and understanding of 
psychotic symptoms are imbedded in a network of local meanings that vary 
from country to country, within different subcultural groups in a single 
nation, and over time.” (Stip, 2009; p. 138) As metacognitive research is 
focusing on an individual’s appraisal of their experience it seems remiss that 
the cultural impact on this appraisal has not been considered and I believe 
that this is an important direction for future research.
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1 Introduction
The recovery approach is currently a guiding principle within mental health 
services and is characterised by people developing a meaningful quality of 
life despite the sometimes catastrophic effects of mental health problems. 
Central to this is the idea of social inclusion, which can be hindered by 
stigma and discrimination. During the course of this essay I will define the 
key constructs before exploring the evidence-base for tackling stigma and 
discrimination. The initial focus will be on stigma and discrimination 
because the question asks how clinical psychologists can work with local 
communities to reduce the stigma and discrimination that lead to social 
exclusion, not how we can reduce social exclusion. Nevertheless, as the 
essay progresses I will also draw on information from the social exclusion 
literature. Finally, I will then use this evidence-base to inform my 
discussion of the role that clinical psychologists can play within this work.
L I The individual
As this title has not specified stigma and discrimination towards to a 
specific client group, or indeed even in relation to mental health, I have 
chosen to discuss it in relation to all mental health problems. Both as a 
Trainee and beyond I will work with a range of client groups and within all 
of these stigma, discrimination, and social exclusion exist. In addition, 
much of the literature on stigma, and to a lesser extent on social exclusion, 
looks at attitudes towards mental health problems in general. Therefore, 
adopting an inclusive approach allowed me to access a range of literature 
and develop a broad approach to this question. Furthermore, whilst this 
essay will focus on stigma and discrimination associated with mental health 
problems it is important to note that people often face ‘double
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discrimination’ and are discriminated on the grounds of ethnicity, religion, 
sexuality etc. as well. This should be kept in mind throughout.
1.2 Stigma
Corrigan & O’Shaughnessy (2007) distinguish between self-stigma, 
structural stigma and public stigma. , Of most interest to this essay is public 
stigma, which is the way in which communities and the public react to 
individuals and groups based upon a certain characteristic, such as mental 
health problems. Nevertheless, it is important to remain aware of the 
interplay between these different aspects of stigma. For example, public 
stigma can lead to self-stigma and be sanctioned by structural stigma.
Negative stereotypes exist about mental health problems, for example, that 
they are associated with violence and dangerousness (e.g. Hinshaw & Stier, 
2008). Stigma has a great impact upon those stigmatized and evidence 
suggests that its effects outweigh the impairments associated with the 
mental health problem (Wright et a l, 2000). Despite numerous campaigns 
to reduce stigma research indicates that attitudes towards those with mental 
health problems have worsened in England between 1994 and 2003 (Mehta 
et a l, 2009).
1 3  Discrimination
Discrimination is the behavioural response stemming from stigma and can 
include coercion, withholding help, avoidance and segregation (Corrigan et 
a l, 2003). For example, Corrigan et a l (2001a) found that people with a
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psychiatric diagnosis are often refused the housing of their choice by 
landlords due to their diagnosis.
1.4 Social Exclusion
Social exclusion can be the result of stigma and discrimination whereby 
sufferers of mental health problems are excluded from mainstream society. 
Social exclusion includes all areas of life, such as living, work, education 
and social contacts.
A report in 2004 by the Office of the Deputy Prime Minister noted that 
adults with mental health problems are among the most socially excluded 
groups in society. For example, having a job is seen as a key aspect of 
social inclusion but less than a quarter of people with mental health 
problems work, despite many wanting to (Office of the Deputy Prime 
Minister, 2004). The authors of this report identified a cycle of exclusion 
whereby sufferers of mental health problems withdraw from and are 
rejected by society leading to unemployment, loss of or poor housing, loss 
of social networks, problems with debt and worsening mental health.
1.5 Communities
A  community can be defined as a social group of any size whose members 
share the same locality or common characteristics, which perceives itself as 
distinct. We all belong to a variety of communities to differing degrees. 
When working with local communities clinical psychologists could 
therefore work with the area in which a particular service is based, ethnic 
groups, and so on. Furthermore, when does our work move from focusing
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on communities to the nation as a whole? Through my reading, as well as 
having studied psychology alongside sociology and political sciences at an 
undergraduate level, I do not believe that we can separate a community from 
the society in which it is based anymore than we can separate an individual 
from the social networks and communities that they inhabit. Consequently, 
during the course of this essay I will attempt to discuss how clinical 
psychologists can work both with communities and wider society, and at the 
interplay between these.
2 Literature search
To review the literature for this essay I predominantly searched two 
databases, Web of Science and Google Scholar. Standard search engines 
such as Google was also used to ensure public policy and voluntary sector 
information was included. Search terms stigma, discrimination, social 
exclusion, social inclusion, mental health and mental illness were used, 
employing the Boolean operators AND/OR. As this was not a literature 
review it was not possible to fully cover such a wide literature. I therefore 
investigated the abstracts obtained and focused on the most relevant articles. 
I also used comprehensive review articles to guide my reading at the start of 
the process.
3 Evidence for tackling stigma and discrimination
Before discussing how clinical psychologists can reduce the stigma and 
discrimination that lead to social exclusion I believe that we first need to 
understand the evidence for what works, in keeping with the scientist- 
practitioner model. Corrigan and O’Shaughnessy (2007) identified three 
approaches to reducing stigma and therefore discrimination -  protest.
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education and, contact. I will briefly discuss these before using this 
evidence to inform my discussion of clinical psychologists’ role within this 
work.
3.1 Protest
Protest involves individuals and groups arguing against stigma and 
discrimination, for example, by holding marches and boycotts. However, 
evidence has found that this can cause a ‘rebound effect’ whereby 
individuals do not like being told what to think and negative attitudes 
actually worsen (Corrigan et at., 2001b). Nevertheless, in the long-term this 
approach can have positive effects on legislation and policies at a wider 
level and has been involved in the advances in mental health services, such 
as the advent of community care.
3.2 Education
Education approaches attempt to change attitudes by exploring the myths 
around mental health problems and replacing these with facts. This 
approach has been popular and has included widespread media campaigns 
as well as targeted education programmes. Previously these have sought to 
promote the message that mental illness is a medical illness like any other. 
However, this approach has yielded mixed results (see Corrigan & 
O’Shaughnessy, 2007). A medicalized approach suggests a chronic illness 
that is out of a person’s control, and whilst some find this ‘no fault’ 
approach comforting it has also been associated with unpredictability and 
consequently fear (Corrigan et a l, 2003). As a result, current education 
approaches have adopted a different message. For example the ‘Time to 
Change’ campaign (www.time-to-change.org.uk) launched in 2008 has
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sought to reduce stigma by adopting a normalising approach. This has 
involved educating the public about the widespread nature of mental health 
problems as well as promoting positive images of those with mental health 
problems.
Furthermore, the limited success of education approaches may be because 
they have failed to take into account people’s previous understanding of 
mental health problems. Individuals come with beliefs and understanding of 
these - their causes, their effects and their treatment. For example, Wright 
et a l (2000) found that the public hold a diathesis-stress model about mental 
health problems in the same way as professionals. Consequently, education 
approaches need to address pre-existing beliefs rather than attempt to 
merely replace these with ‘new’ information.
Beyond their understanding of mental health problems, Masuda et a l (2007) 
also found that psychologically inflexible individuals displayed no 
improvements from receiving education about mental health problems. In 
contrast they did show a benefit from a protocol drawn from Acceptance 
and Commitment Therapy (Hayes et a l, 1999). Therefore education alone 
may be insufficient for a portion of the population and other approaches 
may be necessary. Whilst these findings are extremely interesting they are 
very tentative and are based upon a small sample. Therefore, they need to 
be replicated.
3.3 Contact
The most effective approach to reducing stigma and discrimination appears 
to be contact with the stigmatised group (Corrigan & O’Shaughnessy, 
2007). Even a single episode of contact with someone with experience of
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mental health problems can reduce stigma towards this group, which is still 
evident at follow-up several weeks later (Corrigan et a l, 2002). However, 
certain conditions make contact more effective in reducing stigmatising 
attitudes. Equal status, perceived pleasantness, cooperation, intimacy, and 
the voluntary nature of the interaction all play an important role (Estroff et 
a/., 2004).
Estroff et a l (2004) have found interventions that combine education with 
contact are becoming popular strategies to tackle mental health stigma. 
Using people with lived experience of mental health problems is a powerful 
approach that can benefit both the target group as well as the presenter. It is 
important that these programmes involve interaction and discussions 
between the presenter and audience rather than those with lived experienced 
merely giving a presentation (Corrigan & O’Shaughnessy, 2007). However, 
the greatest benefit appears to be when contact is informal, casual and 
regular (Hinshaw & Stier, 2008). For example, contact can occur through a 
range of community groups, such as drama and art projects (Estroff et a l, 
2004). This is key to social inclusion and suggests that strategies that 
directly tackle social inclusion will also tackle stigma.
Nevertheless, even when direct contact is not possible, indirect contact 
through the media can also have a positive effect (Corrigan & 
O’Shaughnessy, 2007). The ‘Time to Change’ programme previously 
mentioned included famous figures with experience of mental health 
problems, such as Ruby Wax and Stephen Fry. However, it is important 
that such figures are not seen as too atypical of the stigmatized population 
otherwise they will not challenging the prevailing stereotype (Hinshaw & 
Cicchetti, 2000).
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Nevertheless, despite the evidence for the effectiveness of contact in 
reducing stigma we are still not clear about the mechanisms of change. 
Estroff et a l (2004) question whether it is due to cognitive changes in that 
people re-categdrise individuals with mental health problems or whether it 
is due to a habituation effect in that one becomes less physiologically 
aroused following contact.
4 Role of a Clinical Psychologist
There is clearly evidence for tackling stigma and discrimination but how can 
clinical psychologists use this to tackle stigma, discrimination and social 
exclusion in local communities? I have chosen to structure this answer 
around some of the different roles that psychologists can be involved in, and 
which as trainee clinical psychologists we are encouraged to adopt. 
Inevitably these will overlap in practice but I found it helpful to separate my 
ideas in this way to ensure that I considered the unique role clinical 
psychologists can play given our range of skills.
4.1 Individual Work
Hinshaw and Stier (2008) argue that individual therapy is not the best way 
to reduce stigma. Nevertheless, I do believe that there is a role for it. As 
discussed, current evidence suggests that the most effective method for 
reducing stigma is contact between members of the stigmatized group and 
the wider community. However, this may be hindered by self-stigma, 
which can be prevalent amongst users of mental health services. 
Consequently, clinical psychologists can play a role by helping individual 
client’s engage with their communities. As discussed, this can be tluough 
helping clients engage on an informal basis, for example by using the local
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leisure centre, or it can be through helping client’s engage with anti-stigma 
campaigns and training programmes.
Engaging with communities can be anxiety inducing for clients with a fear 
of social disapproval, greater discrimination and even violence as a risk of 
‘coming-out’ (Corrigan & O’Shaughnessy, 2007). This links back to my 
earlier suggestion that self-stigma, public stigma and structural stigma 
cannot be separated and tackled individually. An individual is more likely 
to speak up about their own experiences if they are not fearful of 
discrimination, for example, if they knew that they would not be hindered in 
the employment market in doing so. Clients therefore need to feel fully 
supported when engaging in this process.
Clinical psychologists can draw on a range of therapeutic models for this 
work, such as developing graded hierarchies of community engagement 
using a cognitive-behavioural therapy framework (e.g. Bennett-Levy et a l, 
2004), or Acceptance and Commitment Therapy (Hayes et a l, 1999) to help 
clients accept their experiences and lead meaningful lives. Using narrative 
therapy to help clients develop an understanding of their journey (e.g. White 
& Epston, 1990) may be of particular use for client’s who wish to tell their 
stories to others and be involved in anti-stigma educational programmes.
From working in an early intervention in psychosis service in the previous 
year I have seen the benefit of this individual work. I worked with a young 
man who had experienced a psychotic episode during his first year at 
University. When I worked with him he was psychologically well and far 
along his recovery journey. Much of our work involved understanding his 
experience and developing his self-esteem. Central to this was disclosing 
his experience to friends at University and beginning to socialise within his 
University community again. For example, we role-played what he would
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say when disclosing to help develop his confidence and reflected on what 
happened when he did. Through our work my client promoted a positive 
image of individuals who experience mental health problems within his 
community.
4.2 Training
Developing mental health training programmes may be a more direct way 
clinical psychologists can help reduce stigma and discrimination and 
promote social inclusion. Whilst the evidence for the effectiveness of such 
educational programmes appears to be somewhat mixed, the literature 
identifies a number of practices that clinical psychologists could bring to 
enhance such training.
First, clinical psychologists may not be best placed to deliver the training 
themselves. With the aim of increasing contact it is essential that such 
training involves people with lived experience of mental health problems. 
However, there does not appear to be any evidence that clinical 
psychologists are essential. Masuda et al. (2007) even suggested that 
qualified practitioners need not deliver their ACT workshops and that 
dissemination to non-psychologists would be possible. Nevertheless, 
clinical psychologists may be vital in developing these training programmes 
in that they can use the evidence base to inform their development as well as 
training people to deliver them. This would also be more economically 
viable in today’s financial climate and would increase the number of people 
able to offer such programmes and therefore able to receive them.
Second, good practice also suggests that we need to be flexible as to when 
and where these programmes are delivered. In a report by Rethink (2003)
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an anti-stigma project in Wales found holding workshops in non-mental 
health settings less stigmatizing. Knifton et a l (2010) also highlighted the 
need to consider the time of day that workshops are run because daytime 
workshops will usually exclude those working.
Third, anti-stigma and social inclusion strategies need to consider the 
specific needs and strengths of the communities within which they are 
based. Furthermore, these programmes should not be developed for  these 
communities but developed collaboratively with them (Repper, 2000; cited 
by Stickley, 2005). Knifton et a l (2010) argue that this is particularly the 
case with Black and Minority Ethnic Communities as widespread national 
campaigns have failed to address their particular needs. Such communities 
may have different explanatory frameworks for mental health problems and, 
as discussed, failure to address prior knowledge may cause educational 
programmes to have little effect.
Finally, considering financial limitations in public services at present it may 
be that certain groups within communities should be targeted for the greatest 
effect. One such group that has been identified in the literature is young 
people. Knowledge about group differences appears to develop during the 
pre-school years and knowledge of stigma is present by middle childhood 
(McKown & Weinstein, 2003). Therefore, there is an argument that if we 
develop non-stigmatizing attitudes during childhood then we may prevent 
children from becoming stigmatizing and discriminating adults (Wahl et a l, 
2002). Again, this work need not be done by clinical psychologists directly 
but clinical psychologists could provide an invaluable role in training and 
mentoring teachers to enable them to deliver mental health workshops 
(Eisenstadt, 2010).
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Furthermore, training may make the most difference if it is targeted to 
groups that come into contact with people with mental health problems but 
still display stigmatizing attitudes and discriminating behaviour. Three such 
groups identified in the literature are medical staff, police and employers. 
Police are often the first to come into contact with an individual when they 
are in crisis (Parsons & Dowd, 2004; cited by the Office of the Deputy 
Prime Minister, 2004) and police often have very negative attitudes towards 
mental health problems (Fahy & Dunn, 1987; cited by the Office of the 
Deputy Prime Minister, 2004). In addition, we all regularly come into 
contact with medical staff, especially General Practitioner’s (GP’s). 
However, Lyons et a l (2009) found a widespread lack of respect and poor 
care for people with mental health problems, including physical problems 
being overlooked. Finally, employment is seen as central to social 
inclusion (Office of the Deputy Prime Minister, 2004) and therefore training 
employers around mental health problems and how people with mental 
health problems can still be invaluable employees may be essential.
Thus, when thinking about how clinical psychologists can work with 
communities we need to think about professional communities as well. For 
example. Clinical Psychologist could play an influential leadership role with 
their immediate colleagues, including GP’s. However, clinical 
psychologists may have a greater influence through a consulting and/or 
teaching role with medical schools. By influencing the medical curriculum 
clinical psychologists could help train reflective and sensitive medical 
Doctor’s. Furthermore, I also believe there is a role for trainee clinical 
psychologists. In our first year of training we engaged in a shared learning 
exercise with Dietetic Students, with the aim of increasing our knowledge of 
the other’s roles as well as helping us reflect on how other professions 
approach and work with clients. I believe that a similar learning exercise 
with medical students would be an invaluable learning experience for both 
us and them.
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4.3 Leadership
This essay questions how clinical psychologists can work with local 
communities to reduce stigma, discrimination and social exclusion. 
However, I believe that we also need to work within our immediate 
professional communities because mental health services may in fact be 
perpetuating such stigma and social exclusion. Caldwell and Jorm (2001) 
found that mental health professionals reported more negative attitudes 
about a person with schizophrenia than did a general community sample. In 
addition, the way services practice may perpetuate stigma and social 
exclusion. For example, Ben-Zeev et a l (2010) discussed how diagnostic 
categories, such as those used in the DSM-IV (American Psychiatric 
Association, APA, 1994), create labels that perpetuate stigma by enhancing 
the ‘us’ and ‘them’ divide. They argue that using a continuum rather than a 
dimensional approach would challenge the belief that those with mental 
health problems are qualitatively different from the ‘normal’ population.
This literature particularly resonated with me following my work within a 
Community Mental Health Team (CMHT) during my first year of training. 
Working jointly with other staff I observed how their expectations for 
certain clients could be quite low depending on their diagnosis, especially if 
they had worked with them for a long time. At times they appeared to see 
them as ‘schizophrenic’ or ‘depressed’ and unable to change. In contrast, as 
I was meeting clients for the first time I tried meet clients without 
expectations or assumptions, and where I did I used my supervision to be 
aware of these.
I believe that our training as clinical psychologists makes us well placed to 
adopt a leadership role within our immediate and broader teams. For 
example, leadership could involve challenging the dominant discourses
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within a team. This may include helping staff understand why a client has 
stopped taking their medication rather than labelling them as ‘non- 
compliant’. Or it may involve establishing protected time for staff to reflect 
on their work. By challenging stigma within our own workplace we can 
enhance the quality of care that clients receive and hopefully better support 
them in their recovery journeys. As discussed, not only could this help them 
engage with their communities but in doing so they would be promoting a 
positive image of mental health problems.
Leadership can also extend beyond the individual service that you work 
within. For example j it could involve the development of services. 
Having been based in South West London and St. George’s NHS Trust for 
the past two and a half years I have been inspired by the development of the 
Recovery College. This is delivered jointly by clinicians and service users 
but what I believe is most innovative is that service users, their friends and 
family, and staff are all trained together. The type of contact with service 
users in this College is important. Whilst professionals do have a lot of 
contact with people with mental health problems this tends to be when they 
are ill and in need of services. Clients are usually discharged when they are 
well and so our contact is skewed to the negative end of mental health 
problems. The Recovery College helps to correct this because staff interact 
with empowered service users, or those becoming empowered, on an equal 
status. I believe that this challenges the ‘us’ and ‘them’ divide that can 
develop between service users and service providers.
4.4 Research
The previous sections have discussed different ways in which clinical 
psychologists could work with local communities to reduce the stigma and 
discrimination that lead to social exclusion. However, many of these
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strategies and roles are not the sole province of clinical psychologists. Yet 
'what I believe is unique about our training as applied psychologists is our 
ability to combine this work with research. It may be that the most effective 
way in which we can reduce stigma and social exclusion in local 
communities is not by working with local communities directly with them 
but by conducting audits and research.
From the literature reviewed there is a developing evidence-base for what 
works in tackling stigma. However, much of the literature on promoting 
social inclusion appeared to be anecdotal reports of what different services 
have done (e.g. Rethink, 2004) without robust measures of whether these 
actually work. Therefore, there is a clear gap for clinical psychologists to 
audit these strategies and develop best-practice guidelines. This is not a 
new idea as Bates et a l (2003) developed mapping guides for socially 
inclusive practice, which can be used for audit purposes. However, it is not 
something that I have seen published. This does not mean that it is not used 
in practice, but that the results are not being disseminated. For example, all 
trainee clinical psychologists undertake a Service Related Research Project, 
which could include such an audit. It is important that where such projects 
are undertaken authors seek publication to ensure that such an evidence base 
is contributed to.
In addition to audits, clinical psychologists can play an invaluable role in 
researching stigma, discrimination and social exclusion as well as attempts 
to reduce these. Whilst reviewing the literature a number of gaps emerged. 
For instance, much of the research into stigma has employed forced-choice, 
explicit measures. Not only may these prevent respondents from providing 
complex, multidimensional responses (Hinshaw & Stier, 2008) but they may 
also be too far along the cognitive process (Dovidio & Haertner, 2000; cited 
by Hinshaw & Cicchetti, 2000). There is a need for more implicit measures 
of attitudes as well as a greater focus on behavioural responses in
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naturalistic environments, as the relationship between attitude change and 
behavioural change appears to be modest (Krauss, 1995; cited by Hinshaw 
& Cichetti, 2000). I believe that furthering the literature, be it quantitatively 
or qualitatively, is more influential at challenging stigma and social 
exclusion than individual clinical psychologists developing a range of local 
strategies. Whilst strategies then need to be tailored to local needs, they also 
need to be based upon a scientific evidence base of what works.
Finally, I also believe that this research would be most valuable when 
clinical psychologists work in partnership with a range of professionals, 
such as political scientists (Read et a l, 2006). A research approach that I 
think is particularly interesting is the Framework Integrating Normative 
Influences on Stigma (FINIS) (see Pescolido et a l, 2008). This group aims 
to establish an overarching theory of stigma addressing micro or individual 
factors, meso or community level factors and macro or societal-wide 
factors. This resonates with my understanding of what is needed to address 
stigma so as to reduce social exclusion. Whilst local strategies may not 
need to address all of these areas, the approach that they take needs to take 
them into account if they are to be effective.
4.5 Media
As I have argued throughout this essay, I believe that working solely with 
local communities limits the work that clinical psychologists can do to 
reduce stigma, discrimination and social exclusion. For that reason I have 
chosen to briefly reference the role of the media in perpetuating stigma and 
social exclusion and how clinical psychologists can intervene at this level.
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Stout et a l (2004) report that content analysis consistently finds that media 
depictions of mental health problems are exaggerated and inaccurate. They 
argue “that two outstanding conclusions of media portrayals of persons with 
mental illness are that they are associated with violence and that they are 
dangerous and should be avoided” (Stout et a l, 2004; pg. 558). Media 
portrayals of clinicians are also inaccurate and stigmatizing, with female 
clinicians portrayed as sexualized and male clinicians as incompetent 
(Bischoff & Reiter, 1999). Social learning theory (Bandura, 1986) and 
cultivation theory (Gerbner et a l, 2002; cited by Stout et a l, 2004) suggests 
that this can influence people’s attitudes by providing consistent messages 
that are being learnt through observation.
To help the media promote a more accurate image of mental health 
problems clinical psychologists, alongside people with lived experience, 
could consult on mental health storylines. Clinical psychologists could also 
become more present in the media, for example, by providing expert sources 
of information on documentaries and news programmes. Not only may this 
challenge stigmatizing stereotypes about mental health problems but it may 
also promote a positive image of clinical psychology and encourage more 
people to access psychological help.
4.6 As members of communities
This essay has focused on how clinical psychologists can work with local 
communities in our professional capacity. However, I am also aware that 
we are all members of a myriad of local communities, making me question 
the boundary between our personal and professional lives. Through our 
training I believe that we align ourselves with our professional ‘culture’, 
which will inevitably impact our beliefs and behaviour outside of work. 
When we are in our communities in a private capacity we can still play a
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role in tackling social exclusion. For example, by encouraging groups that 
we are involved in, such as sports clubs, to promote their service to people 
with mental health problems.
Furthermore, my reading on the ineffectiveness of protest in changing 
people’s attitudes also raised a dilemma in me. In my personal life I often 
encounter stigmatized views about mental health problems and when I 
dispute these I am criticised for “taking things too seriously” or being “too 
politically-correct”. If protesting against these views does not have an 
impact is it better that I remain quiet? Yet at the same time this does not sit 
comfortably with me and I believe that it is our duty as people, not as 
mental health professionals, to stand-up for what you believe in. However, 
whilst this is an interesting issue and requires further exploration it is 
beyond the scope of this essay.
5 Conclusions
It is shocking that despite decades of anti-stigma campaigns stigmatizing 
attitudes towards people with mental health problems have not improved 
and this group remains one of the most socially excluded in society. What 
was central in answering this question was thinking where clinical 
psychologists can most meaningfully intervene with limited resources 
(Hayward & David, 2006). I have argued that clinical psychologists should 
use their broad set of skills to tackle this problem from a range of angles. 
Clinical psychologists could be involved in research to enhance our 
understanding of these concepts and what works to tackle them. We could 
then help develop local strategies based upon this evidence and train others 
to implement such strategies, before auditing and researching these 
strategies to feed back into this evidence base. The individual work and 
consultation work that we do in our immediate place of work should also
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complement anti-stigma and social exclusion strategies. Central to all of 
this is the involvement of those with lived experience of mental health 
problems.
In addition, when thinking about how to tackle stigma and social exclusion I 
believe that the scope of the question was too narrow in that it focused on 
working with local communities. Individuals, communities, and societies 
all interact and to be effective in reducing stigma, discrimination and social 
exclusion clinical psychologists should work at all levels. For example, 
working with the media to promote realistic portrayals of mental health 
problems could have an effect on the local communities in which we are 
based. All of this work needs to be done in collaboration and partnership, 
whether with local communities, advocacy groups or Governmental policy 
makers. With the changing nature of clinical psychology in an ever 
changing NHS I believe that broadening our work in this way will be key to 
helping people with mental health problems lead meaningful lives.
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1 Summary of Problem Based Learning Task
The problem based learning (PEL) task took place within my Personal and 
Professional Discussion (PPD) Group, which consists of eight Trainee 
Clinical Psychologists and one facilitator. The task was to develop a 
presentation on ‘The relationship to change’ over five weeks, during which 
time the trainees met both on their own and with the facilitator.
2 Group Process
To start our group assigned a chair and a scribe, and we decided that these 
roles would be maintained over the five weeks rather than rotating them 
because we felt that the continuity would help maintain structure and focus 
in the sessions. Over the five sessions we assigned ‘homework’ tasks, 
which started off with investigating theories of change, such as Prochaska & 
DiClemente’s (1986, 1992) model, before reflecting on our own personal 
experiences of change. We decided that we would use the experience of 
starting our undergraduate university courses as the basis of our presentation 
as this experience was universal to everyone within the group, yet we all 
experienced this change in different ways.
As the sessions progressed we chose to focus more on our personal 
experiences and understanding of change rather than theoretical models of 
change. We did this because our natural instinct from previous academic 
work was to focus on theory and what is already known. This felt 
comfortable to us. In contrast, discussing our own experiences, not only in 
our group of eight but also in front of our whole cohort and selected 
members of the course team, felt somewhat scary and intrusive. Ultimately 
we decided that it would be helpful to step outside of our comfort zone as 
we reflected that we ask clients to do this on a daily basis. Understanding 
theory is undoubtedly important but understanding ourselves and how our 
experiences impact upon us as clinicians is something that is new to us, and
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we believed that the PPD groups were the right forum for us to experiment 
with this. Nevertheless, this didn’t stop the moments of doubt. How much 
theory were the other groups including? Would we be considered lazy for 
not including theory?
My PPD group was self-selective in that we all volunteered to attend the 
group that was to take place on Monday evenings. Both during the task and 
reflecting upon it now, I feel that this had a substantial effect on the 
dynamics of the group. We would all be tired when meeting at 5pm and I 
believe that this affected the way we worked in that we were all keen to 
complete the task as efficiently as possible and were never tempted to run 
over our hour and a half allocated slots, which other groups did. Keeping to 
boundaries is something that I value and try to maintain, for example, I will 
nearly always leave work at 5pm. This is something that does not appear to 
be universal across my cohort and I question whether this is something that 
is characteristic of all the group members and was in part what motivated us 
to request the Monday evening group.
Possibly because we were self-selective and therefore similar in a number of 
ways our group developed a strong bond. Against my expectations, I 
enjoyed our sessions together and as the weeks progressed I felt more and 
more comfortable sharing my personal experiences. I also enjoyed hearing 
about their experiences and found it fascinating how different our 
experience of the same process was. Both within the PBL task and now I 
have been struck by how similar our group process was to the group 
processes that can occur in therapeutic groups. To start we were all 
somewhat reticent about sharing our experiences but as the sessions 
progressed we became more open and this made the sessions more dynamic 
and active. We learnt from each other it felt good to be listened to and for 
the other trainees to try to understand my experiences. From my previous 
clinical experience I have always enjoyed running therapeutic groups and 
believe them to be effective, and the PBL task has only made me keener to 
run groups again.
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3 Effect of the Facilitator
Reflecting upon the process now, one of the learning points that stands out 
for me is my relationship to authority figures, who in this situation was the 
facilitator. I felt this most keenly in the first session where the format 
reminded me of the group task that was part of the interview process of the 
Clinical Psychology course, and I was conscious of being judged. Would 
she think what I said was stupid? Would she be monitoring how often the 
different members contributed to the discussions? Ultimately, would she 
question why I was allowed on the course? Whilst I am aware that this is 
something that is felt by all of the trainees to an extent, I think I felt this 
quite strongly because I was on the reserve list following the interviews, 
leaving me with the sense that maybe I wasn’t quite good enough and that it 
would be obvious that the other trainees were more competent than me.
This feeling of insecurity was much stronger when our facilitator was 
present and I felt more confident in being open with my ideas in the sessions 
with my fellow trainees only. I am aware that I had similar feelings of self­
doubt when I started my placement, both with my supervisor individually 
and also during team meetings. Throughout my academic career I have 
been aware that I have some perfectionist traits that have only be reinforced 
by succeeding. The more that I achieve the more I fear failure, worrying 
that those around me who perceive me as an intelligent person will see me 
for the fraud that I am. These feelings seem to come to the fore when in the 
presence of people who I think know more than I do, hence being more self- 
conscious in the presence of the facilitator than the other trainees. As in the 
PBL task these thoughts stop me from freely sharing my ideas and opinions 
at work and I am also aware that they stop me from saying T don’t know’. 
Having this ability is something that is extremely important not only in my 
current stage of training but also throughout my career as there will always 
be times when I don’t know something. Experiencing this in the PBL task
61
Academic Dossier
Problem Based Learning Account - Year One
has helped me become more aware of myself and so Praised this with my 
supervisor during our first placement review. Together we have been trying 
to challenge how these thoughts affect my behaviour.
I believe that the facilitator’s presence also affected the focus of the sessions 
and the development of the presentation. Just as I was worried that the 
facilitator would judge me individually, the group as a whole was very 
conscious of whether our presentation would be ‘correct’. Having such an 
ambiguous title, ‘The relationship to change’, enhanced this as we often felt 
that we didn’t really know what we were doing or whether we were on the 
right track. I wonder whether the course team deliberately made the title 
ambiguous for this reason. As a result, whatever our facilitator suggested 
we instantly adopted, often without question. If she wondered whether our 
presentation needed to be more reflective, then it needed to be more 
reflective. If she wondered whether it needed more theory, then it needed 
more theory. It seemed that we always assumed that she knew better than 
us, or possibly had inside knowledge from the course team about what was 
wanted from us, which she was subtly trying to impart. Following the 
presentations I now question this as there doesn’t seem a right or wrong way 
to address the topic, rather what was important were broader issues such as 
working collaboratively within the team and learning to link personal 
experience with theory and practice. Again, coming to realise this on the 
PBL task has helped me address this when it occurs during placement and I 
feel more able to offer differing opinions to my supervisor and not just 
automatically adopt what she suggests.
4 Presentation
Throughout the PBL I was always aware that there was a presentation at the 
end and this was the most anxiety provoking aspect of the task for me. 
Giving presentations will never be something that I feel very confident 
about but I am aware that they are something that I will have to increasingly
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do. I am therefore pleased that the course makes us engage with these tasks 
and forces us out of our comfort zone. At the same time, presenting along 
with seven other trainees who by this point I felt comfortable with, as well 
as presenting to the rest of the cohort who I felt less likely to be judged 
negatively by, made the presentation a nice stepping-stone in developing my 
confidence. I have since had to deliver a number of presentations on 
placement and I believe that the task has helped my confidence to an extent. 
I still have the same fears - Will I go bright red? Will I speak too quickly? 
Will I be able to articulate what I mean? - the task has made me realise that 
even if these do happen, I do tend to go red, I will not be judged by it.
5 Change on Placement
When carrying out the PBL task I wondered whether the topic of change 
was chosen because all trainees were undergoing an important change 
starting the course, or whether it was because the profession of psychology 
is currently undergoing change and is likely to for the foreseeable future, or 
because of both of these. Since these tasks I have come to realise that it 
may be because change is constant within the NHS and it is something that 
we need to be adaptable to. During the few months that I have been on 
placement the team that I work within has undergone change in terms of 
where the team is based and is facing enormous change over the structure of 
the service. Change has therefore been a big topic of conversation and 
during this time I have been struck by how similar these conversations were 
to the ones me and my fellow trainees were having during the PBL task. 
However, I was also aware that whereas we were positive and excited about 
change, the team that I work with feel fatigued and worn out by constant 
change. If I am honest I am unsure how this experience has affected me. At 
times I feel prepared by these experiences for future change experiences and 
feel that I am accepting of these. At other times I am apprehensive, being 
aware that I am only at the start of my career and I can already feel fatigued 
by the constant changes. Nevertheless, what has emerged has been my
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growing awareness of what is helpful during these processes of change, 
such as clear and open communication and individual’s subjective beliefs 
about their ability to have an influence on the process. As I progress 
through this career, and possibly take on more leadership roles where I have 
to implement change, these lessons will be important for me to remember.
6 Conclusions
Overall, when reflecting on what I learnt on the PBL task I question how 
much I learnt specifically about change that I didn’t know already, which is 
why I have not focused on change much here. Instead, what has made the 
biggest impact since the task has been what I learnt about myself, such as 
how I react around authority figures and how I work within a group. I 
question whether the topic ‘The relationship to change’ made much of a 
difference to these learning experiences and whether I would have grown in 
the same way regardless. I think it was working within the PPD group, 
rather than the PBL task itself, which I have found most beneficial.
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1 Summary of the Problem Based Learning Task
The problem based learning (PBL) task took place within my Personal and 
Professional Learning Discussion Group (PPLDG), which consists of eight 
Trainee Clinical Psychologists. The task centred on complex issues of child 
protection, domestic violence, parenting, attachment and learning 
disabilities. These issues were brought to life through a vignette based upon 
a fictitious family where both parents had a diagnosis of learning 
disabilities. The Local Authority had placed their children in foster care and 
as Clinical Psychologists we were requested to conduct a full risk 
assessment, and if appropriate, develop a rehabilitation plan for the children.
2 Process Within the Task
I was pleased when we were given this task as I thought that it covered 
interesting ethical issues. It felt meaningful to our professional 
development and particularly relevant coming at the start of our cohort 
embarking on our Child, Learning Disabilities or Older Adults placement. 
My feelings about the task reflected the feeling within our group as a whole 
and there was a sense of excitement about it. As there was such a range of 
complex issues in the vignette we decided to first go away and research the 
different issues. Each member of the group was assigned a topic and 
reported back their findings at the next meeting. For example, I investigated 
parenting in relation to learning disabilities and found useful resources such 
as the Bamado’s (2000) report on what works for parents with learning 
disabilities.
During our reporting back our group unanimously felt that a systemic 
perspective would be useful in understanding the range of issues involved in 
the vignette. However, we all felt inexperienced with this therapeutic 
model. Therefore, we decided to focus our meetings on formulating the 
vignette from a systemic perspective. Whilst we thought about the
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recommendations we could make based on this formulation we primarily 
narrowed our focus to the formulation. I believe this was a strength of our 
group because we identified what we believed to be our most pressing 
learning need and we thought about how we could best address this. If we 
had tried to cover everything we may have learnt a little about a range of 
topics but may have come away feeling that we had not learnt anything 
substantial.
The remainder of the task involved us developing this systemic formulation. 
Similar to our initial exploration of the task each group member separately 
read up on systemic formulation, predominantly using Dallos and Draper’s 
(2005) ‘Introduction to Family Therapy’ book, before attempting a systemic 
formulation based upon the information provided. Each member then 
shared their own formulation with the group before we collaboratively 
developed a group formulation.
I found this experience invaluable in terms of my learning. Formulating on 
our own gave us each a chance not only to learn more about the systemic 
model but also to structure our own thoughts and ideas. If we had 
formulated all together I wonder whether individual thoughts or ideas would 
get missed. When there are eight members in a group, discussions can go 
down different lines and you can miss an opportunity to express a specific 
idea. Having a chance to develop my own ideas also boosted my 
confidence in formulating from a systemic perspective. If we had 
formulated together I might have felt that I needed the support of others and 
been less confident about my systemic skills outside of the PPLDG.
Inevitably there were differences between our formulations. This helped us 
all be more thoughtful about the issues raised by the PBL task. For 
example, I realised that I had focused on the voices of the parents and 
ignored to some extent the voices of the children. On reflection I wonder 
whether this was because I had researched parenting and learning 
difficulties and so these issues were at the forefront of my mind. This was a
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particularly important learning experience for me as I embarked on my child 
placement. Being able to bring in a systemic perspective when 
understanding my clients was invaluable whether I was predominantly 
working within a systemic model or not. The PBL task has helped me keep 
in mind the different perspectives and needs within my client’s immediate 
and broader systems. Whilst there have been times I have found myself 
neglecting a particular voice, this experience has helped me recognise when 
I am doing this.
This process by which we addressed the PBL task made me think about 
Vygotsky’s zone of proximal development (see Chaiklin, 2003). My group 
helped me develop by giving me the opportunity to develop my own ideas 
but then enabled me to build upon these ideas through their assistance. 
Equally I believe that I helped others develop their systemic knowledge and 
confidence as well. This experience helped me better understand what 
helps me learn, which has had an impact upon my current supervision on 
placement as I have not felt that my supervisor provided me with my 
optimal zone of proximal development. She tended to adopt an 
authoritative supervisory style, which did not suit me (Heron, 1990; cited by 
Spence et al., 2001). For example, instead of giving me the opportunity to 
first present my own ideas in relation to my caseload she would often tell 
me what I should do. This resulted in me feeling deskilled and I did not feel 
confident in my ideas or my ability to execute these without her assistance.
However, my experience from the PBL task made me more aware of what I 
wanted from supervision and as the placement progressed I was able to be 
more directive about this. For example, I would request relevant reading so 
I could enhance my knowledge and I ensured that I prioritised my agenda 
for supervision. At the top of the list would often be sharing my 
formulations. Over time my supervisor’s style and my own has become 
more compatible and whilst there are still areas for improvement I believe 
that being able to address this issue has been a valuable learning experience. 
With the supervisory relationship being so important (Spence et al., 2001)
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the PBL task gave me invaluable knowledge that has helped me get the best 
out of supervision. However, it is important for me to be aware that as I 
progress throughout my career it is likely that my supervisory needs will 
change (Tryon, 1999) and so it is essential that I continue to reflect on what 
I wish to gain from this relationship.
3 Presentation
For the presentation my PPLDG decided to role-play a family therapy 
session with a reflecting team helping to present our formulation to the 
audience. We thought that this would be a good way to ensure the different 
perspectives within the vignette were heard, and so within the role-play both 
members of the family as well as members of the professional network were 
present. When I had been a member of a family therapy team on my 
previous placement members of the professional network were not invited 
to family therapy sessions. Yet often clients had worked with professionals 
for a number of years and these people were often part of the client’s 
system. I felt that to not invite professionals not only ignored the 
importance of the professional in the client’s life but also ignored their 
voice. Seeing the professionals as part of the system, rather than separate to 
it, can help to break down the ‘us’ and ‘them’ barrier that can develop 
between professionals and service users. I would therefore consider inviting 
professionals to family therapy sessions if appropriate, for example, if there 
had been a breakdown in communication.
My PPLDG addressed the presentation within the PBL task as a secondary 
aim, which was a deliberate decision on our part. Our primary aim was to 
enhance our knowledge and confidence around systemic ideas. I believe 
that we were able to separate our learning from the presentation because the 
presentation was not formally assessed. As a cohort we tend to have 
perfectionist tendencies, which is inevitable when it is so competitive to get 
on a Clinical Psychology Doctorate. Therefore, if the presentation had been
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assessed we may have become preoccupied with creating a ‘perfect’ 
presentation and lost sight of the aim of the task, which was to enhance our 
personal and professional learning.
Nevertheless, by having a more relaxed attitude towards the presentation we 
in fact produced a better presentation. We did not feel that we needed to 
prove how much work we had done, how many articles we had read and 
how much knowledge we had gained. Instead, we wanted to convey what 
we believed were the most important points we had learnt, such as 
understanding our ovm learning needs. Yet I believe that we produced a 
proficient presentation that displayed our creativity and demonstrated our 
learning. This has made me think about how I address formally assessed 
pieces of work. I am always conscious of the need to meet the course 
requirements and structure my work by making sure that I include what I 
need to pass. Yet at times this can mean that I miss the learning experience 
involved. This is something that I need to remain aware of as I continue to 
complete coursework.
4 Roles Within the Group
At the Start of the PBL task we chose a Chair to ensure that our meetings ran 
to time and were productive. However, everyone was reticent to volunteer 
for this role and in the end we chose the Chair by a process of rock, paper, 
scissors. Yet I would have liked to be Chair but didn’t feel confident to say 
so. Reflecting on this I wonder whether it was because everyone else 
seemed so against being Chair that I feared I would be judged if I said that I 
wanted the role. Our PPLDG is a cohesive group and whilst there are clear 
benefits to this I believe that it can also be restrictive at times. For me it 
means that I feel the norms are quite powerful and I am conscious of 
subverting them. In this case I was conscious of appearing ‘too keen’, 
which wasn’t in keeping with the ‘laidback’ narrative that exists within our 
group.
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Nevertheless, I did end up taking quite a dominant role within the group. 
As one of two people who had had some systemic experience I was seen as 
a (relative) expert within the group. Therefore I would often take the lead in 
terms of suggestions for reading, drawing the formulations together and 
helping to structure the role-play. This was a positive experience as it 
enhanced my confidence, not only of my systemic knowledge but also in 
my ability to adopt more of a leadership role. This is something that I have 
identified as a learning need on placement and is especially important with 
leadership becoming increasingly significant within Clinical Psychology 
(Llewelyn & Cuthbertson, 2009). However, I also worried that I was being 
too dominant and that other members of the group found this annoying, 
which has inhibited me from adopting leadership roles in the past.
After the PBL task was completed our PPLDG arranged a reflective 
meeting to discuss the task and I raised my fears within this space. The 
group reported back that they didn’t experience me as dominant and that 
they valued my contributions. They were happy to adopt a learner role as I 
did have more experience. This was a positive experience as I gained 
affirmative feedback as to how others perceived me. This has given me 
confidence to adopt leadership roles within other situations and helped 
challenge my fears. Whilst it is important to remain aware of how you 
come across it is also important that you do not end of focusing on this 
awareness to the exclusion of what you want to say or do.
Having this reflective space was useful as it gave us the opportunity to 
discuss a number of things that had been left unsaid. The space felt safe and 
I was able to express views that I had not felt comfortable raising during the 
task. Reflecting in a group context can be a powerful experience because it 
allows a range of perspectives to be expressed, which can highlight ideas or 
issues that you had not previously considered (Mann et al., 2009). This 
reminded me of how important it is to maintain a reflective space within 
professional teams and services. In both of my past two placements this
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reflective space has been the first thing to disappear when the team is under 
pressure. Yet I have seen how this has lead to fractious team dynamics as 
well as poorer clinical care. My positive experience of protected reflective 
space within my PPLDG has made me keen to help protect and build this 
within services.
5 Conclusions
Overall, this PBL task was a positive learning experience on a range of 
levels. It boosted my confidence, both in terms of my systemic knowledge 
as well as my leadership skills. I have taken this confidence on placement, 
which has given me the ability to begin to adopt other roles on placement 
that I hadn’t previously. Our PPLDG wanted to use the PBL task to 
enhance our understanding of systemic theory and practice and I believe that 
we achieved this aim. Not only did we research these ideas but the process 
and style that we adopted within our meetings also reflected the systemic 
model. This gave me some experience of what it can be like to work within 
a systemic framework and is something that I hope our PPLDG continues to 
build upon.
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Summaries
This process account looked at my experience within a Personal and Professional 
Learning Discussion Group (PPLDG). This consisted of eight members of a 
PsychD cohort and a facilitator from the course team. This account focused on 
the group processes within the PPLDG and the experience of sharing cultural 
genograms.
The cultural genograms highlighted to me the value of personal disclosure and 
made me question therapist disclosure within a therapeutic relationship. They 
also enhanced my cultural awareness and demonstrated that 1 can ignore my 
own culture and the culture of the majority. Finally, they also made me think 
about the role of setting tasks in therapy sessions.
In relation to the group processes I considered the advantages and 
disadvantages of conflict. This was in relation to my confidence in adopting 
different stances with others and how important this can be as leaders in clinical 
psychology. 1 also thought about the shift in group processes over the year, and 
in particular the impact of an experiential group during psychodynamic teaching. 
Finally, 1 reflected on my role within the PPLDG. 1 felt that I had not adopted a 
specific role but switched between roles flexibly. I saw this flexibility as a 
strength, as we often have to adopt different roles as clinical psychologists.
1 concluded the account by looking at the year ahead. This focused on my 
ambivalence to having a new facilitator. However, 1 was also excited about the 
prospect of the group moving forward.
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Summaries
This process account looked at my experience within a Personal and Professional 
Learning Discussion Group (PPLDG). This consisted of eight members of a 
PsychD cohort and a facilitator from the course team.
1 firstly explored group processes and reflected how the group had shifted from 
predominantly exploring professional issues in the first year to exploring both 
the personal and the professional over the past year. This had reflected our 
changing needs from the group and it had paralleled my changing needs from 
supervision. Despite this shift my PPLDG had thought that we had not met our 
expectations of the group. However, the facilitator helped us realise that we 
adopted a critical stance in relation to ourselves. This was a benefit of having a 
facilitator but at other times I found her presence inhibiting, which 1 explored.
I also explored the risks that the group took. In part this was acknowledging the 
risks that the group had already been taking that 1 had overlooked. 1 also 
explored the additional risks we took and the risks that 1 took personally. 1 felt 
that 1 had facilitated others to take risks but that roles within the group were 
flexible so that others also facilitated this. My experience within the PPLDG had 
highlighted to me the progress that 1 had also made on placement in terms of 
taking risks.
In conclusion, 1 found the PPLDG a valuable experience but was uncertain about 
the form and function that it would take in the upcoming year.
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Adult Mental Health Placement (28.10.2009 -  24.09.2010)
Kingston Community Mental Health Team / Kingston Early 
Intervention in Psychosis Service
My primary duties involved assessing and providing formulation-based 
psychological interventions for adults with severe and enduring mental 
health problems, including psychosis, trauma, bipolar disorder, personality 
disorders, severe depression and severe anxiety. This was predominantly 
using CBT and contextual-CBT approaches. I was a member of a systemic 
family therapy team providing family therapy where one member of the 
family had received a diagnosis of psychosis. I was jointly involved in the 
development and delivery of a NICE consistent CBT group for severe 
depression. My work took place at the CMHT and EIS bases, within an 
inpatient unit and in the community, for example, in cafes. I undertook two 
neuropsychological assessments, one to provide support for an assessment 
of Autism and one to assess for difficulties in executive functioning. 
Finally, I also undertook an audit investigating recovery-based practice in 
both Kingston CMHT and Kingston EIS and provided teaching on CBT for 
psychosis to the Kingston EIS.
Child Mental Health Plaeement (13.10.10 -  25.03.11) 
Sutton Children and Adolescent Mental Health Service
My primary duties were assessing and providing direct and indirect 
formulation-based psychological interventions with children and 
adolescents up to 18 years of age with moderate and severe mental health 
problems. I drew upon CBT, contextual-CBT, systemic and psychodynamic 
ideas. I worked with colleagues within the multidisciplinary team as well as 
outside mental health services, including within schools. I also provided 
neuropsychological assessments for developmental disorders, including 
autism, ADHD and Learning Disability. I worked jointly with other 
members of the multidisciplinary CAMHS team, including other Clinical 
Psychologist, Family Therapists and Community Psychiatric Nurses. I
82
Clinical Dossier
Summary of Clinical Experience
provided teaching on contextual-CBT approaches to working with children 
and adolescents.
Older Adults Mental Health Placement (6.04.11 -  23.09.11) 
Richmond Community Mental Health Team for Older People
My primary duties involved assessing and providing evidence-based 
psychological interventions for adults aged 65 and older presenting with a 
range of mental health problems. These included difficulties associated with 
older age such as adapting to physical health impairments and progressive 
disorders such as dementia. Such interventions were predominantly 
individual and based upon CBT models but I also co-facilitated a psycho- 
educational inpatient group and worked jointly with my supervisor 
delivering a systemic family therapy intervention. I also undertook 
neuropsychological assessments with a focus on assessing for dementia. As 
part of this placement I provided brief individual and group evidence-based 
psychological interventions for clients in a physical rehabilitation setting at 
St. Mary's Hospital. I was able to proactively take on a number of leadership 
opportunities including managing the psychological waiting list in the 
physical rehabilitation setting, jointly developing and delivering an 
introduction to psychology session, and developing and seeking service user 
input in a psychology leaflet. I also consulted service users and relevant 
professionals in regards to the development of the psycho-educational group 
on the inpatient ward. Finally, I presented on the systemic evidence-base to 
the Psychology team across Kingston and Richmond.
Learning Disability Mental Health Placement (7.11.11 -14.09.12) 
Kingston Psychology and Challenging Needs Service
My primary duties have been delivering direct psychological interventions 
with clients with mental health problems and Learning Disabilities informed 
by CBT and systemic models. Indirectly I completed two functional 
behaviour analyses with clients with challenging behaviour. This involved
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working with staff teams and exploring systemic issues within which such 
behaviour occurs. I conducted a number of neuropsychological assessments, 
predominantly conducting Learning Disability assessments and assessing 
clients for dementia. I have provided Mindfulness teaching to the 
multidisciplinary team and introduced a dementia checklist for staff and 
carers of people with Learning Disabilities.
Specialist Placement (7.11.11 -  14.09.12) 
Lambeth Early Onset Service
My placement at the Lambeth Early Onset Psychosis Service was a 
specialist Acceptance and Commitment Therapy placement. I assessed 
clients aged 18-35 with a first episode of psychosis from an ACT 
perspective and provided formulation-based ACT interventions. This was 
with individuals and families. With the latter I also drew upon behavioural 
and systemic family therapy ideas. I co-facilitated an ACT for Life group 
for clients with psychosis across Lambeth as part of a research trial. Due to 
the diversity within the Lambeth area I also had the opportunity to work 
with interpreters. I also undertook neuropsychological assessments, 
including assessing for a Learning Disability. I adopted a range of 
leadership roles including developing an ACT protocol for clients distressed 
by hearing voices and supervising an Assistant Psychologist assess clients 
and deliver brief evidence-based interventions. I have developed, delivered 
and evaluated three ACT workshops to the multidisciplinary team so that 
psychological informed interventions are delivered across the service.
84
Clinical Dossier
Summaries of Case Reports
Cognitive Behavioural Therapy intervention with 
a 65-year old woman presenting with health
anxiety
Adult Case Report One - Summary 
May 2010 
Year One
85
Clinical Dossier
Summaries of Case Reports
Following a cognitive-behavioural assessment a 65-year-old woman was 
offered eight sessions of cognitive-behavioural therapy to focus on her 
health anxiety. She would worry that she was suffering from cancer, 
misinterpreting bodily sensations as evidence that this was the case. 
Following initial engagement with the psychological model and self­
monitoring we looked at developing strategies that would help her challenge 
this belief, such as the pie chart technique (Salkovskis et al., 2003), Theory 
A / Theory B model (Salkovskis & Bass, 1997), and selective attention 
experiments (Salkovskis et al., 2003). The role of reassurance-seeking 
emerged as an important factor in the work and was understood from an 
attachment perspective.
There were a number of challenges to the work, such as the client’s 
worsening mood in the middle of therapy and the therapist becoming 
anxious about the client’s health herself. The therapist’s lack of awareness 
of the client’s educational level also hindered the work at times.
Objectively the work had positive outcomes with the client presenting as 
severely depressed and anxious at assessment, as measured by the BDI-II 
(Beck et al., 1996) and BAI (Beck & Steer, 1990) respectively, and mildly 
anxious and minimally depressed at the end of the work. Subjectively, she 
reported that the amount of time she spent worrying about her health had 
dropped from 90% of the time to 25-45% of the time.
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A White British 51 year-old man with a diagnosis of schizophrenia was 
assessed using a cognitive-behavioural framework. He wished to address 
traumatic memories from his childhood where he was repeatedly and 
violently bullied at school. He experienced intrusive memories of these 
events, causing him intense anxiety and resulting in avoidance of a range of 
situations. To deal with his distress he had previously drunk alcohol heavily 
and this was monitored throughout the work.
He was initially Offered six sessions of Cognitive-Behavioural Therapy 
(CBT), which was extended to twelve. This employed the use of imagery 
focusing on reliving (Clark & Ehlers, 2000) and rescripting (Arntz & van 
Genderen, 2009; Wheatley et al., 2009) techniques.
At the time of writing this report eight therapeutic sessions had been 
completed. Initial outcome measures indicated that the use of imagery had 
been effective in reducing the distress, uncontrollability, and interference of 
his intrusive images in his daily life. The work was framed within the 
Recovery Approach and involved helping the client develop a positive sense 
of identity and to reclaim his life. This work will be continued with his care 
co-ordinator.
The work may have benefited from a shift to Acceptance and Commitment 
Therapy (Hayes et a l, 1999) with its focus on experiential avoidance and 
accepting difficult emotions in the context of a focus on values. A greater 
focus on the effect of religion upon the client’s belief would have also been 
beneficial.
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A 13-year old White British girl was referred to a Child and Adolescent 
Mental Health Service (CAMHS) with low mood, self-esteem and 
difficulties managing anger. She was assessed by a Clinical Psychologist 
and offered Cognitive Behavioural Therapy (CBT) for ‘Anger’ (Nelson et 
al , 2005) by a Trainee Clinical Psychologist. This focused on gaining a 
better understanding of ‘Anger’, including the use of self-monitoring and 
exploring the client’s beliefs around the ‘Anger’.
As new information came to light reformulations suggested a greater 
consideration of developmental and systemic influences were needed. The 
therapeutic relationship was also explored from a psychodynamic 
perspective. As a result the work shifted to adopt a narrative approach 
(White & Epston, 1990), which included externalising the problem and 
identifying unique outcomes.
Both the client and her mother reported subjective improvements in the 
client’s ability to remain calm during disagreements. The use of drawing 
and therapeutic documents seemed particularly helpful. However, measures 
on the Beck Inventory (Beck et al , 2005) remained stable.
During the final session an incident was disclosed which involved a 
physical altercation between the client and her father. Following a 
discussion with the safeguarding lead in the CAMHS team a referral was 
made to Social Services to alert them to this incident. The family had been 
offered Family Therapy sessions following this work to further explore 
‘Anger’ but this was turned down after the Social Services referral.
The work was critically evaluated throughout the report with the main 
limitation being limited systemic involvement.
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Cognitive Behavioural Therapy to tackle a fear of 
falling: Considerations of boundaries whilst 
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An 83-year old White British woman, Eve, was referred to psychology for 
help with severe anxiety and low mood. Her anxiety centred around a fear 
of falling, which began four years after she collapsed whilst walking from 
the communal lounge in her building to her flat. Resultantly Eve had lost 
confidence in her ability to walk and no longer left her flat unaccompanied. 
Unfortunately she had limited social contact because she was unable to have 
children and her immediate family and close friends had all passed away. 
Secondary to her anxiety. Eve reported feeling very low in mood and 
hopeless about the future.
Following three assessment and formulation sessions Eve was offered eight 
sessions of Cognitive-Behavioural Therapy (CBT), These were delivered at 
Eve’s home. Her goal was to begin to challenge the fear of falling so that 
she could engage in more social activities. The plan had been to develop a 
graded exposure programme to help build Eve’s confidence in walking 
again. To support this work Eve’s current physical ability was assessed by a 
physiotherapist. However, entrenched core beliefs and rules for living, 
which we collectively externalised (White & Epston, 1990) as ‘The Fear 
Story’, prevented this work from moving forward. With this updated 
formulation our work focused on exploring and challenging these beliefs 
whilst also developing Eve’s sense of resilience and positive beliefs about 
coping.
By the end of the eight sessions Eve began attending a weekly coffee 
morning at her block of flats as well as a monthly coffee morning hosted by 
Age UK. On the CORE-10 her level of distress dropped from severe to 
moderately-severe. However, her scores on the Geriatric Depression Scale 
and Geriatric Anxiety Scale remained in the severe range. She still felt 
unable to engage in a graded exposure programme and her motivation for 
this was explored using techniques by Miller and Rollnick (2002). Eve 
reported that currently she thought that the intensity of fear that she would 
have to experience to begin walking independently again would not be
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worth the advantages. However, she thought that she would discuss such a 
programme with a local befriender, who she felt safest with.
During the course of this work a number of boundary challenges arose, 
which this case report explored. Some of those that were considered were 
the challenges inherent in working in a client’s home. Eve’s limited social 
contact meant that she wanted to engage with the therapist as a friend at 
times rather as a professional. Boundary challenges around the length and 
frequency of appointments, and the meaning of these, were also explored. 
These boundary challenges and crossings helped to inform the formulation 
and intervention plan. Their relationship with other aspects of therapy, such 
as agenda setting and transference and counter-transference, were also 
explored. Two clips demonstrating boundary challenges at the end of 
appointments in the form of reassurance seeking and the usefulness of 
placing these topics on the agenda for the next session were shown.
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Follow-up dementia assessment with a 63-year old 
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This report discussed a second-follow up dementia assessment with Claire, 
a 63 year-old woman with a Learning Disability, Epilepsy and Cerebral 
Palsy. A baseline assessment in 2008 identified impairments in Claire’s 
short-term memory. A follow-up assessment was completed in 2010. 
Dementia in people with Learning Disabilities and the impact of epilepsy, 
depression, and medication on cognitive ability were all reviewed. 
Resulting hypotheses were made.
The assessment followed guidance by the BPS (2009). A clinical interview 
was conducted, which included a Life Events Checklist and an Early Signs 
of Dementia Checklist. The NAID was completed with Claire and the DLD 
and HALO were completed with her key-worker. Issues concerning the 
development of a therapeutic alliance and consent were discussed.
Claire’s performance on the NAID and HALO was consistent with baseline 
and she demonstrated some improvements on the DLD, particularly in terms 
of social activities. Slight deterioration was reported in her temporal 
orientation. This assessment supported the hypotheses that Claire’s 
performance at baseline was due to an organic deficit and compounded by 
depression. Medication may have also had an impact. The assessment did 
not support the hypothesis that Claire was suffering from dementia. 
However, due to some deterioration in certain cognitive domains definitive 
conclusions cannot be made.
This information was fed-back to Claire, her key-worker and relevant 
medical professionals. Referrals were made to her Epilepsy Nurse 
Specialist and a Physiotherapist. Weaknesses in the assessment were no 
consistent informant, limited physical health assessment, and no formal 
assessment of Claire’s mood.
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Abstract
Introduction: Recovery is currently a guiding principle in mental 
health. A Trust in Greater London has set out a strategy for recovery 
and social inclusion in 2007. Consequently services within this 
Trust have developed recovery implementation plans to enhance the 
delivery of recovery-oriented practices. One such service is a 
Community Mental Health Team who were interested in the extent 
to which the team was recovery-oriented.
Methods: The Bexley Recovery Audit Tool (Cuppitt et al., 2009) 
was administered individually to all 16 members of staff within the 
CMHT over a two month period. These interviews lasted between 
20 and 45 minutes.
Data analysis: Quantitative responses were analysed using basic 
exploratory statistics. Qualitative responses were analysed using 
inductive thematic analysis, looking at themes on a semantic level.
Results: Staff reported that recovery-oriented practices were 
implemented within the team moderately to strongly. Hope was the 
principle most strongly implemented and peer-support least 
implemented. The team set-up, staff attitudes, recovery tools, and a 
strengths-focus emerged as themes of working practices that 
facilitated recovery. The medical model, conflict, staff attitudes, and 
resources emerged as themes hindering the implementation of 
recovery-oriented practices.
Discussion: The results from this service-evaluation have identified 
a number of areas, including peer support and staff attitudes, which 
hinder recovery within a CMHT. Ideas for addressing these are 
discussed. A limitation of the study was that it was only conducted 
on staff views and an important avenue for future research would be 
to complete the same tool with service users.
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1. Introduction
Recovery is a contested term although currently the most accepted 
definition comes from Anthony (1993, p. 527), who states that it is:
“a deeply personal, unique process o f changing one’s attitudes, 
values, feelings, goals, skills and roles. It is a way o f living a 
satisfying, hopeful and contributing life, even with the limitations 
caused by illness. Recovery involves the development o f a new 
meaning and purpose in one’s life as one grows beyond the 
catastrophic effects o f mental illness.”
Recovery is not the same as cure and whilst symptom improvement is still 
seen as important, it is not seen as necessary for recovery (Perkins & 
Rinaldi, 2007; Shepherd et al, 2008).
Recovery has emerged as a guiding principle in mental health services 
across the world and in the UK is supported by a range of Department of 
Health (DoH) policies, such as ‘The Journey to Recovery: The 
Government’s vision for mental health care’ (DoH, 2001). Locally, a Trust 
in Greater London state that:
“The purpose o f the Trust is to help people with mental health 
problems to do the things they want to do, live the lives they want to 
live and access those opportunities that all citizens should take for  
granted. ”
In outlining the Trust’s strategy for recovery and social inclusion Perkins 
and Rinaldi (2007) identified the following principles of recovery:
1. Recovery is about people’s whole lives -  not just their symptoms
2. Recovery is about growth
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3. Recovery is not an end product or result but an ongoing journey
4. Recovery is not a professional intervention
5. A recovery vision is not limited to a particular theory about the
nature and origins of mental health problems
6. Everyone’s recovery journey is different and deeply personal
7. Recovery is possible for everyone
There is a need to develop measurements of recovery, however. Shepherd et 
a l (2008) question whether you can measure recovery in individuals due to 
its unique and personal nature. A more effective approach may be to 
measure the implementation of recovery-oriented practices within services. 
A range of such tools have been developed but none have been specifically 
designed for use in England. Addressing this Cupitt et a l (2009) developed 
the Bexley Recovery Audit Tool, finding that teams reported a range of 
working-practices that facilitated and hindered recovery.
This study focused on a Community Mental Health Team (CMHT) within 
the Trust discussed, which developed a Recovery Oriented Practice Team 
Implementation Plan in November 2008, updated in November 2009. This 
focused on the principles of hope, control and opportunity. The team 
manager identified evaluating the extent to which recovery-principles, and 
therefore this plan, was being implemented as a vital need within the 
service. Evaluating this will provide the service with a ‘benchmark’ from 
which to build upon (Shepherd et al, 2010).
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1.1 Aims
To provide a benchmark on the extent to which a CMHT provides recovery- 
oriented care and to use this information to help the team develop recovery- 
oriented practices.
1.2 Objectives
2. To identify the extent to which the team believed that recovery- 
oriented practices are implemented within the team.
3. To identify working-practices which facilitated and hindered the 
implementation of recovery within the CMHT.
2 Methods
2.1 Participants
Participants were all from one CMHT in Greater London and their 
characteristics are presented in table 1. They were encouraged to participate 
by their team manager in a team meeting and were then approached 
individually by the author. All 16 members of the team participated.
2.2 Measure
The Bexley Recovery Audit Tool (Cupitt et aL, 2009; BRAT -  see 
Appendix 6.1) assesses staffs implementation of recovery-oriented
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Table 1. Summary of CMHT demographic information (« = 16)
Gender Male 4
Female 12
Job Community Psychiatric Nurse 5
Social Worker 3
Psychiatrist 3
Clinical Psychologist 1
Mental Health Worker
Occupational Therapist 1
Employment Specialist 1
Forensic Social Worker
practices. It identifies and defines 10 components of recovery (as 
represented in table 2) and asks staff to identify team practices that promote 
and hinder these principles. Staff are then asked to rate on a five-point 
likert-scale the extent to v^hich they believe the team currently implements 
each component.
The BRAT was originally designed to be administered to teams as a whole, 
which is time-efficient for the researcher and therefore allowed a range of 
teams to participate. However, for the purpose of this audit the author was 
interested in the extent to which recovery-oriented principles were 
implemented in one particular team. Consequently, it was decided that the 
BRAT would be administered to members of the team individually. As 
interviews would be anonymised staff may have been more open and 
possibly critical of the team than they would if discussing the topic as a 
group, which would have included team managers. Due to the 
multidisciplinary nature of the team staff were requested to draw upon both
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Table 2. Ten components of recovery as defined by the BRAT 
Components o f recovery
1. Self-direction
2. Individualised and person-centred
3. Empowerment
4. Holistic
5. Learning from experience
6. Strengths-based
7. Peer support
8. Respect
9. Responsibility
10. Hope
individual and team practices that reflected or hindered the principles of 
recovery.
2.3 Procedure
The BRAT was administered via a face-to-face interview to ensure full 
participation. However, two members of the team felt unable to arrange this 
time and so completed the BRAT themselves. Interviews lasted between 20 
and 45 minutes and took place over a period of two months. Due to time 
constraints it was not possible to transcribe all 16 interviews and so 
responses were not reported verbatim. Within each interview the author 
summarised the staff members responses and checked that this accurately 
represented their point of view (see Appendix 6.2 for examples).
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2.4 Data Analysis
Due to the small sample size the quantitative data was analysed using basic 
exploratory statistics, investigating the frequency and means of responses 
for the ten components of recovery.
Open-ended responses were analysed using inductive thematic analysis, 
which is a flexible approach that allows authors to identify themes within 
data (Braunn & Clark, 2006). Aligned with a realist position the author 
believed that the responses reflected something about the reality of the 
team’s work. Themes were analysed on a semantic level and a theme was 
defined if it occurred on a number of occasions but also if it was believed to 
represent something important about the implementation of recovery within 
the team, even if mentioned infrequently.
After collating all of the responses the author immersed herself in the data 
by reading and re-reading it to develop an overall sense of the responses. 
Each response was then initially coded. Using two initial mind-maps these 
codes were then collated across the responses, one for practices that 
reflected recovery-oriented practices and one for those that hindered 
recovery-oriented practices (see Appendix 6.3 and 4.4 for tables illustrating 
these mind-maps). By continually re-reading the data these initial themes 
were reviewed twice more using mind-maps before the final major themes 
were established (see Appendix 6.5 and 6.6 for tables illustrating these 
mind-maps).
I l l
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3 Results
Overall staff reported that the CMHT implemented recovery-oriented 
principles moderately to strongly, with 95% of responses scoring 3 or 
higher, which represented ‘moderately’ on a scale of 1 to 5 where 1 
represented ‘minimally’ and 5 represented ‘strongly’. This is reflected in 
figure 1, which reports the average ratings for each component of recovery. 
‘Hope’ was rated as most implemented within the team and ‘peer-support’ 
was rated the lowest. Investigating this more, figure 2 demonstrates that 
only four components received responses of 1 or 2. Consistent with the 
average ratings, ‘peer-support’ received the most ratings of 1 or 2, with 25% 
of the team reporting that ‘peer-support’ was minimally implemented.
3.1 Working-practices that facilitated recovery
Four major themes emerged as working practices that reflected recovery- 
oriented care. Sub-themes are highlighted in bold.
3.1.1 Team set-up
A range of factors associated with the team set-up emerged as important in 
facilitating recovery. The multidisciplinary nature of the team as well as 
the sharing of expertise through teams meetings and supervision was seen as 
important. As was its community nature, which was seen as providing the 
least intrusive intervention. The Care Plan Approaeh (CPA), including 
holistic assessments focusing on strengths as well as needs, and reviews 
allowing staff and clients to reflect on progress, was also identified as 
facilitative. Staff acknowledged care plans being client-led and
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individualised as central to them promoting recovery. Finally, being 
collaborative in the day-to-day interactions with clients was seen as in line 
with the recovery approach.
3.1.2 Strengths-focus
A focus on strengths rather than needs also emerged as an important theme. 
Central to this was focusing on goals, for example, by encouraging clients 
to try new things such as jobs or courses. Being solution-focused and 
enhancing self-esteem, such as by positive framing and enquiring and 
reflecting about achievements, were reported as promoting recovery. 
Finally, positive risk-taking was seen as necessary in building strengths, 
which included allowing clients to take the normal risks of life.
3.1.3 Staff attitudes
Throughout the components assessed, attitudes that staff held towards 
clients emerged as playing a role in facilitating recovery. Working with 
clients non-judgementally, empathically, and with hope was identified as 
facilitative, as was the language used by staff when interacting with clients 
as well as other staff. Being aware of client’s cultural backgrounds was 
also seen as necessary in ensuring sensitive interactions and promoting 
recovery in individuals.
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3.1.4 Recovery tools
A number of recovery tools were identified as facilitating recovery. These 
included peer-support services both within and outside mental health 
services, recovery packs developed by the Trust, and the move towards 
personalisation, for example by direct payments.
3.2 Working-practices that hindered recovery
Four major themes emerged as working-practices that hindered recovery. 
Again, sub-themes are highlighted in bold.
3.2.1 Medical model
The medical model was identified as a hindering factor, with a focus on 
needs central to this. The medical model was also seen as symptom- 
oriented and defining improvement in these terms. Diagnoses were 
identified as making clients feel hopeless as well as influencing treatment 
plans. Additionally, the medical model was seen as being focused on the 
individual as opposed to drawing in the client’s wider social network and 
community. Limited support for carers was also identified.
3.2.2 Staff attitudes
As staff attitudes were identified as important in promoting recovery, they 
were also identified in hindering recovery. Negative judgements about 
clients were identified by some staff as hindering recovery whilst other 
members of the team made judgements about clients not being able to
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engage with the recovery approach. For example, clients with certain 
diagnoses, clients lacking in motivation and clients lacking in insight were 
identified by some as ‘hindering’ recovery. Some reported that these 
judgments were reflected in the language used by staff. Limited 
expectations as to what clients could achieve, for example by 
underestimating their strengths, were seen as hindering recovery and 
encouraging dependence. A sense of paternalism was also identified as 
important. Some of the team felt that ‘care-giving’ expectations, both from 
staff and clients, placed staff in the ‘expert’ role. Related to this, anxiety 
from staff over risk was also identified as hindering recovery. This was 
both in terms of clients potentially failing when taking risks and in terms of 
breaking confidentiality when linking clients informally to develop peer- 
support. Central to this was staff fears around the ‘blame culture’ and 
feeling that this was fed down to them from management.
3.2.3 Conflict
Staff identified a number of areas of conflict, which they believed could 
hinder the implementation of recovery-oriented practices. Where there was 
a conflict between client’s views and individual workers views there was 
the sense that at times it was “quicker, easier and safer” to make decisions 
for clients. This appeared to be linked to the power imbalance in the 
relationship between staff and clients, with staff placed in the ‘expert’ 
position. Conflict was also identified between the service’s priorities and 
client’s priorities. For example, protocols defined by the service may not 
fit with individual clients goals. Finally, a conflict within staff roles was 
often identified. This included choices that the team have the authority to 
make, such as requesting a Mental Health Act Assessment, conflicting with 
enhancing clients autonomy and independence. There was also a sense that 
staff roles were geared around needs and risks, maintaining the focus on 
these.
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3.2.4 Resources
Finally, resources were identified as hindering the implementation of 
recovery-oriented practices. This included financial resources limiting 
what was available to clients. Limited services, including waiting lists for 
services within the CMHT such as psychology, as well as limits on wider 
services resulting in exclusion criteria was also reported. Many also 
identified large caseloads as hindering their ability to implement recovery 
principles, with staff feeling that they did not have the time to focus on 
recovery and instead felt as if they were ‘fire-fighting’. This also appeared 
to be linked to a sense of staff burnout. In addition to the more tangible 
resources, a lack of knowledge amongst staff, for example about different 
cultures, was also identified as hindering recovery.
4 Discussion
This service evaluation looked at the extent to which a CMHT in Greater 
London implemented recovery-oriented practices. The staff within this 
team felt that recovery principles were implemented moderately to strongly. 
‘Hope’ was believed to be most implemented and ‘peer-support’ least 
implemented. The team set-up, a focus on strengths, the use of recovery 
tools and staff attitudes were seen as facilitative of recovery. The medical 
model, staff attitudes, conflict, and resources were seen as hindering 
recovery. Interestingly, many of the factors identified as facilitating 
recovery counter-balanced the factors seen as hindering recovery.
Many of the themes and sub-themes identified were in line with the 
recovery literature. For example, Roberts and Wolfson (2004) discuss how
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psychiatrists and the medical-model are seen as risk-averse and focused on 
‘disease’ and needs, with the professional seen as the ‘expert’. In contrast, 
central to recovery are ‘experts by experience’ (Repper & Perkins, 2003; 
Shepherd et al., 2008) where people with lived experience of mental health 
problems are seen as having as much to say as professionals, both about 
their own care as well as the wider provision of services.
4.1 Limitations
This study only looked at staff views as to the extent to which the CMHT 
implemented recovery-oriented principles, and so may not be reflective of 
the extent to which they actually do. An important avenue for further 
research would be to complete the study with clients within the CMHT to 
allow a comparison of views (Shepherd et al, 2008). Nevertheless it is 
important to ascertain staff views, in particular in terms of hindering 
working-practices, as inevitably these views will impact upon their practice.
Due to time constraints the author summarised staff views within the 
interviews. There is the risk that the authors’ subjective views affected this 
process and consequently the emerging themes. Asking staff to complete 
the BRAT on their own may have resulted in more accurate responses 
although there was the risk that staff would not complete this.
4.2 Impiications for Practice
The results of this service-evaluation was fed back to the team via a team 
meeting on the 21/07/2010 with the aim that the resulting discussions will 
help them improve their care (see Appendix 6.7 for presentation slides and 
Appendix 6.8 for confirmation of feedback process). Whilst the results
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suggest that the team is successfully implementing recovery principles there 
are clear areas for improvements.
Importantly there is a need to improve the delivery of peer-support. This 
could be achieved by the development of peer-support services, as well as 
ensuring that clients are made aware of this. Linking clients informally 
could also help address this. Staff felt that this did not occur due to fears 
around confidentiality and so discussions around how this could be 
implemented are essential. Greater support from management on such 
issues is important to give staff the confidence to help clients take risks in 
their lives because without risk there is no progress (Roberts & Wolfson, 
2004). Work could also be done to build upon the focus on strengths that 
already exists. For example, documentation, such as assessment reports, 
could be re-formatted so that strengths and goals are given equal weighting 
to needs and risks.
Additionally, the author included resources as hindering recovery. This is 
controversial to some extent as resources are not working-practices and for 
this reason Cupitt et a l (2009) did not include them in their analyses. 
Nevertheless, a lack of resources overwhelmingly emerged as a theme in the 
responses and to ignore this would be to ignore the team’s subjective view 
as to what hinders recovery. In today’s financial climate it is unlikely that 
there will be an increase of resources and instead implementing recovery 
will depend on enhancing the delivery of existing services (Shepherd, 
Boardman & Burns, 2010). Therefore work needs to be done in increasing 
staffs confidence in engaging with clients in a recovery-oriented way 
within the current set-up. For example, training enhancing staffs 
confidence with these principles and addressing their concerns that it is 
time-consuming could be beneficial.
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Addressing staff attitudes is likely to be more difficult to change as it 
involves changing the culture within which mental health services operate. 
Nevertheless, it is necessary. Educating staff around the recovery model 
and its inclusiveness is clearly important. Davidson & Roe (2007) suggest 
that some clients may be less willing to engage with recovery for a number 
of reasons, such as the severity of their symptoms or their previous 
experiences of services. Staff alluded to this in the interviews and it will be 
necessary to think imaginatively about how they can support such clients to 
begin their recovery journey if we are to ensure that recovery is for 
everyone (Perkins & Rinaldi, 2007).
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6 Appendix
6.1 Bexley Recovery Audit Tool
Recovery has been identified as th e  single m ost important goal for a mental health 
service. This audit asks you to  rate th e  working practices of your team  against 10 
Fundamental Components of Recovery. The purpose of the  audit is to  identify good 
practice and areas for improvement.
Please rate your team  practice as it is now and not as it has been in the  past or how you 
hope it will be in the  future.
COMPONENT ONE; Self direction
People w ho use m ental health services are encouraged to  decide their own goals, and 
how best to  achieve them .
Give an example of a team  working 
practice th a t  reflects this
Give an example of a team  working 
practice th a t  hinders this
Rate the  extent to  which the  team  promotes self direction.
1 2 3 4 5
Minimally Moderately Strongly
COMPONENT TWO: Individualised and person-centred
There are as many pathways to  recovery as there are people. The path a person chooses  
should be based on their strengths as well as their needs, their cultural background and 
experiences.
Give an example of a team  working 
practice th a t  reflects this
Give an example of a team  working 
practice th a t  hinders this
Rate th e  extent to  which th e  team  offers individualised and person-centred support
1 2 3 4 5
Minimally Moderately Strongly
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COMPONENT THREE: Empowerment
People w ho use mental health services need the authority to  choose from a range of 
options and participate In all decisions that will affect their lives. They may need to  be 
supported In making th ese choices
Give an example of a team  working 
practice th a t  reflects this
Give an example of a team  working 
practice th a t  hinders this
Rate the  extent to  which the  team  em powers people to make their own choices
1 2 3 4 5
Minimally Moderately Strongly
COMPONENT FOUR: Holistic
Recovery Involves an Individual's w hole approach to  life, Including mind, body, 
spirituality, housing, em ploym ent, education, health services, friends and family 
supports as determ ined by the person.
Give an example of a team  working 
practice th a t  reflects this
Give an example of a team  working 
practice th a t  hinders this
Rate the  extent to which the  team  provides people with holistic support
1 2 3 4 5
Minimally Moderately Strongly
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COMPONENT FIVE: Learning from experience
Recovery Is not a step-by-step process but one based on continual growth, occasional 
setbacks, and learning from the experiences of yourself and others.
Give an example of a team  working 
practice th a t  reflects this
Give an example of a team  working 
practice th a t  hinders this
Rate th e  extent to  which the  team  supports  people in seeing mistakes and setbacks as 
opportunities for continual growth.
1 2 3 4 5
Minimally Moderately Strongly
COMPONENT SIX: Streneths-based
Recovery focuses on valuing the worth of Individuals. By building on strengths, a person 
may decide to  take on new  roles such as caregiver, friend, student, or em ployee.
Give an example of a team  working 
practice tha t  reflects this
Give an example of a team  working 
practice th a t  hinders this
Rate the  extent to  which th e  team  takes a strengths-based approach
1 2 3 4 5
Minimally Moderately Strongly
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COMPONENT SEVEN: Peer Support
Sharing experiences and learning about other people and com m unities plays an 
Invaluable role In recovery. Service users can help each other to  engage In recovery and 
provide a sense of belonging.
Give an example of a team  working 
practice th a t  reflects this
Give an example of a team  working 
practice th a t  hinders this
Rate the  extent to  which the  team  facilitates and develops peer support.
1 2 3 4 5
Minimally Moderately Strongly
COMPONENT EIGHT: Respect
Accepting yourself as well as respecting others, protecting the rights o f service users and 
fighting stigma are all essential com ponents of enabling recovery.
Give an example of a team  working 
practice th a t  reflects this
Give an example of a team  working 
practice tha t  hinders this
Rate th e  extent to  which the  team  promotes respect,  protects rights and fights stigma
1 2 3 4 5
Minimally Moderately Strongly
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COMPONENT NINE; Responsibility
People w ho use mental health services need to  have ultimate responsibility for 
understanding their experiences and deciding which strategies are m ost helpful to  them  
in becom ing and staying w ell.
Give an example of a team  working 
practice th a t  reflects this
Give an example of a team  working 
practice th a t  hinders this
Rate the  extent to  which the  team  enables people to  take responsibility for their  own 
mental health
1 2 3 4 5
Minimally Moderately Strongly
COMPONENT TEN; Hope
Hope is the starting point o f the recovery process. Treating yourself and others In a spirit 
of optimism Is the m ost fundam ental principle of the philosophy of recovery.
Give an example of a team  working 
practice tha t  reflects this
Give an example of a team  working 
practice tha t  hinders this
Rate the  extent to  which the  team  fosters hope
1 2 3 4 5
Minimally Moderately Strongly
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Additional com m ents
1. Taking into account the  particular nature of the  service your team  offers, which 
of these  com ponents of recovery should receive the  highest priority for change?
2. How might the  team  approach tha t  change?
A d a p te d  from  th e  N ational Consensus S ta te m e n t on M en ta l Health R ecovery
U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance A buse an d  M en ta l Health Services A dm inistration
C enter fo r  M en ta l H ealth Services
w w w .sa m h sa .g o v
by Paul Wolfson and Caroline Cupitt, Oxieas NHS Foundation Trust
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6.2 Examples of summarised responses from interviews 
with CMHT staff for two of the components
Peer-support Hope
Facilitating
factors
Identifying services within the 
community
Offering things outside of 
mental health services 
Day centres, furniture project 
Recovery group
Try to link up clients 
informally
Encourage people to be less 
isolated e.g. the SUN project 
Enabling people to access 
social support and giving 
information on service user 
groups
Recovery group
Recovery group run by OT
I am a service user and
provider
Recovery groups
SUN project
Promote access to the 
community e.g. through 
housing, meaningful activities 
Self-support groups 
Get people involved in groups 
-  give information about these 
Recovery support groups 
Providing information e.g. on 
SUN project, day services, 
hearing voices group 
Recovery group, day centres, 
clients may know each other 
from inpatient experience 
Employ people with mental 
health problems within the 
team
Psychiatrist asked client to talk 
to another client about 
medication
Recovery training for service 
users
Peer support course -  
encouraging clients with this 
who can have positive 
experiences with other SU in 
early stages of recovery and 
provide support to one another 
Reflective psychotherapy 
meetings 
Team meetings
SUN project________________
■Constant reviews -  
acknowledging changes and 
improvements -  always trying 
to identify progress and new 
ways forward 
■Giving positive feedback 
■Basic skills -  talk about when 
things were better, remind 
clients that things can improve 
■Encouraging clients to do 
things
■Engender feeling that things 
can change and maintain hope 
with clients
■Encourage clients to make 
plans, set goals, break these 
down to make them 
manageable, appraise these 
■Aiming to discharge clients 
and encourage independence 
■Helping clients to manage 
money
■Being positive toward service 
user -  focus on strengths 
rather than needs 
■Recognition of life goals and 
dreams via recovery approach
■ Non-j udgemental approach re 
aspirations
■Our approach is encouraging 
voluntary work 
■Understand own individual 
prejudices and seeing all 
clients as valued human beings 
■Constantly provide optimistic 
feedback and goals 
■Referral process and the fact 
that the team as a specialist 
team exists reflects hope 
■Recovery style in supervision 
■Assessment and care-planning
■ Setting goals and exploring 
future options
■Good at letting clients take 
risks
■Frame setbacks positively
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•Personality o f how you work 
with somebody 
•Talk about goals and moving 
forward
•ES and focusing on this with 
people -  their ambitions and 
what they want from the future 
• Reviews reflecting back 
achievements 
■Use supervision and 
discussion to reflect on 
practice when we feel stuck 
and need to share ideas with 
other team members 
■Being honest with clients 
when we feel hopeless, trying 
to move on together in a 
positive way, if necessary 
considering another worker in 
the team
■Acknowledging people’s 
strengths and helping them 
identify these
Hindering
factors
Resources meaning that 
some clients won’t meet 
criteria for these services 
All depends on the clients 
motivation
Risk assessments can stop 
clients from being able to 
access certain services that 
provide peer support 
Not part of general 
approach
Work with people very 
much individually 
As staff are trained to keep 
boundaries and personal life 
separate -  important but 
goes against a peer-support 
model -  still a very 
professional / client divide 
Clients don’t want it or 
don’t have the confidence 
The team doesn’t operate 
any groups and people may 
find it hard to get to ones 
provide elsewhere 
Staff attitudes that a service 
user with a voice is difficult 
-  dismissed if opinionated 
Tendency not to work
Limited resources -  clients 
may not be allowed to stay in 
services for as long as they 
would like
Diagnoses can make people 
feel helpless
Staff can get j aded and bumt- 
out e.g. with people with PD 
and with people with long 
histories of problems 
Views that people have 
reached a level -  beliefs that 
there are limitations to some 
people’s recovery 
Staff can lose hope if clients 
don’t change quickly 
Time resources 
Some clients that are only 
interested in voluntary work 
are referred to OT rather than 
ES - 1  would question why 
they have this as their goal but 
1 have limited capacity within 
the team
‘ Sense of dismay when 
patients repeatedly admitted -  
is present in inpatient unit and 
at discussion meeting 
' Hampered by negative_______
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together on ‘projects’ to
promote services to groups
as opposed to each
professional
Groups of patients may
encourage each other to
complain
Worry about some of the 
facilities being available 
If more focused on getting 
people well and risk -  don’t 
think about helping them 
lead a normal life -  more 
symptom -  relief 
Need to involve clients in 
recruitment process 
Where some clients are 
excluded as they are seen as 
challenging and disruptive 
Mental state o f client group 
Resources -  these clients 
have been cut back 
Team doesn’t do this as 
much
Personality of clients 
Very few places where 
people can meet -  little day 
services, no peer support 
network 
Precious about 
confidentiality 
Cynicism about it -  people 
don’t buy into it -  feeling 
that it might put people at 
risk and that they’re not 
ready for it
Culture o f we know best 
Due to confidentiality 
issues we don’t feel able to 
link clients up who may be 
able to aid the client in their 
recovery
Time constraints -  
especially with senior staff
approach to mental health -  
media, prejudices -  applies to 
resources as well
■ Where too worried and scared 
of saving ourselves -  with 
risk
■ When clients don’t allow us 
to help them
■ Giving diagnoses might make 
some people feel hopeless -  
medical model
■ Lack of openness to 
expressing a genuine sense of  
hope -  partly linked to the 
medical model and only 
seeing the problems
■ Teams limited expectations of 
how they can work with 
people given their history -  
we don’t have a sense o f  
recovery -  lack of knowledge
■ Can hold onto people a bit 
longer than necessary
■ Particular cases which are 
really difficult
■ If staff have made a 
judgement
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6.3 Initial coding of working-practices that facilitated
Major themes Sub-themes
Attitude towards client - Cultural awareness
- Language
- Fully-support choices
- Non-labelling
- Non-judgemental
- Fighting stigma
- Awareness of stigma
- Understand prejudices -  use supervision
- Normalising experiences
Peer support - SUN project
- Linking clients informally
- Day services
- Recovery group
- Meeting people outside mental health services
- Recovery training -  peer approach
- Staff peer support
Reflecting - Discuss setbacks
- Reflecting with clients
- Reflecting with peers
Community services - Direct payments
- Least intrusive intervention
- Freedom passes
Recovery tools - Advance directives
- Personal assistant’s
- Direct payments -  flexible
- Appointeeship
- Recovery diary
- Freedom passes
- Recovery groups
- Recovery packs
Multidisciplinary team - Psychologist
- Occupational health
- Psychotherapy supervision
- Case discussion
- Team meetings
- Care co-ordination
- Employment service
- Care-plan approach
Care plan approach (CPA) - Client-led
- Care co-ordination -  consistency
- Holistic assessment (background, needs and
strengths, exploring beliefs)
- Reviews
- Individualised
- Collaborative style
Carers support
132
Research Dossier
Service Related Research Project
Major themes Sub-themes
Collaborative style - Choices
. - CPA
- Honesty
- Flexibility
- Boundaries
- Asking questions
- Client-led
- Fully support choices
- Complaints procedure
Positive risk-taking - Allowing people to fail
- Jobs / courses
- Support clients choices
- Normal risks of life
- Support from service
- Collaborative style
Provision of information Medication
- Wider services
- Advocacy
- Complaints procedure / feedback process
Strengths-focus - Solution-focused
- Ultimate aim to discharge
- Enquire and reflect on achievements
- Positive framing
- Goals for change
- IPS approach
- Dreams
- Promoting self-confidence
- Set goals
- Encourage new things
- Step-by-step approach
- Educational and occupational goals
Non-judgemental
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6.4 Initial coding of working-practices that hindered 
recovery
Major themes Sub-themes
Anxiety over risk - Can come from management
- Staff take responsibility
- Paternalism
- Risk-averse culture -  blame culture
- Confidentiality re. peer support
Medical model Focus on needs
- Pressure with medication
- Target-focused
- Diagnoses
- Symptom-focused
- Diagnoses influence treatment plans
- Spirituality and culture not always addressed
Conflicting views between staff - Individual approach to services
/ services and service users - Trust has different priorities
- Protocols
- Over-medication
- Appointeeship
Trying to change clients minds when disagree 
with them
- “Quicker, easier and safer to make decisions”
‘Us and them’ ethos - In discussions
professional knows best - Service users not involved in recruitment
- Service provider model
- Encouraged to keep boundaries
Burnout - Lose hope
- Frustration
- With repeated admissions
Resources _ No carers worker
- Team constraints
- High workload
- ‘Fire-fighting’
Pressure to move people on -  emphasis on 
brief recovery
- Tools not available
- Limited serviced leading to exclusion criteria
- Lack of peer support
- Limited knowledge among staff
Waiting lists e.g. employment service, 
psychology
Conflict in roles _ Writing reports which focus on needs and risks
- Detaining clients
- Medication
- Team being responsible for things e.g. 
freedom passes
- Power imbalance in relationship
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Decisions that take clients choice away
Major themes Sub-themes
Attitudes towards clients
Client characteristics
Lack of respect in language and discussions 
Underestimate strengths leading to dependence 
Paternalism
“Linking clients might encourage them to 
complain”
‘Care-giving’ expectations from staff and 
clients
Forget the client that was there before the 
illness
Making judgements
“Can be counter-productive to work on goals”
Limited expectations
Patronising
Clients lack of insight
Don’t know what they want
Vulnerable client who can’t make decisions
Lack of motivation
Clients not willing to engage
Certain diagnoses e.g. personality disorders,
drugs and alcohol problems, severer clients
Challenging and disruptive clients
Not able tot use the tools available e.g. can’t
write
Society Job climate 
Negative views
Not geared towards people with mental health 
problems
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6.5 Secondary coding of recovery-oriented working-
practices
Major themes Sub-themes
Strengths-focus Positive risk-taking
- Goals focused
- Fully support choices
- Solution-focused
- Enhancing self-esteem
Recovery tools - Peer-support services
- Direct payments
- Recovery packs
- Recovery diary / stories
Staff attitudes / views - Non-judgemental
- Cultural awareness
- Supportive
- Sensitive language
Understand own prejudices through 
supervision
Team set-up - Consistency
- Collaborative style
- Community based
- Care-plan approach
Multidisciplinary
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5.6 Secondary coding of recovery-hindering working-
practices
Major themes Sub-themes
Staff attitudes - Paternalism
- Anxiety over risk
- Negative judgements
- Lack of respect
- ‘Us and them’ ethos -  power
imbalance, professional knows best
- Influenced by diagnoses
Resources _ Financial resources
- Burnout
- High workload
- Limited services available
- Limited knowledge
Conflict . Within staff roles
- Between individual workers views
and clients views
. - Anxiety over risk
- Between service goals and clients
goals
- Individual focus within services
- Professional knows best
Medical model Focus on needs
- Diagnoses
- Individual focus within services
- Symptom-oriented
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6.7 Presentation to CMHT staff
rainee C lin ical Psychologi
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1. Recovery is about people's whole lives -  not just their 
symptoms
2. Recovery is about growth
3- Recovery is not an end product or result but an ongoing 
journey
4. Recovery is not a professional intervention
5. A recovery vision is not limited to a particular theory about the  
nature and origins of mental health problems
6. Everyone's recovery journey is different and deeply personal
7. Recovery Is possible for everyone . . , ’ .
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7 Peer-support 
S. Respect
9. Respo
10, Hope
n
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Number of staff identifying different 
components as important to change
Self-direction
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Strengths 
focus
Team
working 
practkes that 
facilitated 
recovery
attitudes
Te an
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Resources
Team 
working- 
practices that 
hindered
recovery
Staff
attitudes mode
Recommendations
■ Many of the hindering factors addressed by 
the facilitating factors
■ Improved focus on peer-support
■ Role of supervision
■ Review of paperwork to give equal weighting 
to strengths
■ Discussion of risk management with senior 
management
■ Workshops on the recovery approach?
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6.8 Confirmation of feedback to CMHT staff
I W  1 ( i H
D e a r  A b b y
I am writing lo  confirm th y tyou presum ed a summary of your service relaterJ re/.fw ch ( 'A service evaluation o l the 
hxiiTit to  winch i Implements recovf ly oriented working practlccs'l to  th e comm unlcy m ental henltti team  staff
in Auguât 2 0 1 0 . îh e  presentation was excellent; It w iisv ery w eil received, generoted  discussion and acted as a launch 
pari for Ideas relating t o  irstegracingthfi rt.'covery approach which w ere taken forwarrJ.
With l>Mt wishes
C b a r i t i . - r d  t l i n i c s L l  1 h d o c i s t
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An exploration of medical students views and 
experiences of people presenting to A & E with
self-harm
Qualitative Research Project 
June 2010 
Year One
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Introduction; People with self-harm are encouraged to present at Accident 
& Emergency (A & E). However, research indicates that people who self- 
harm may feel blamed and humiliated at A & E, increasing feelings of 
shame and limited self-worth. It is therefore important to explore how A & 
E staff respond to, and understand, people who self-harm.
Aims: The aim of this study was to understand the factors influencing 
medical student’s judgements of people presenting to A & E with self-harm.
Method: Four medical students aged 23-31 from three UK universities were 
interviewed using a semi-structured interview.
Analysis: Interviews were transcribed and analysed using thematic analysis 
(Braun & Clark, 2006). Themes were analysed on a semantic level and 
approached from a realist position. Each transcript was analysed by each of 
the four researchers and themes were pooled together.
Results: Three main themes emerged from the data. Motivation for self- 
harming concerned the students’ understanding of what motivated people to 
self-harm, which drew upon two sub-themes of self-harm as a coping 
mechanism and as communicating an unmet need. The patient’s welfare 
concerned the type of treatment and care patients receive and included sub­
themes of risk, severity of injury, sensitivity and lack of protocol. The final 
theme was the effect of treating people who self-harm on the student, which 
included two sub-themes of a lack of confidence and the emotional response 
to the treatment.
Discussion: Along with a discussion of the findings, clinical implications, 
limitations to the research, and future research was discussed.
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Names and identifying information have been changed to protect the 
anonymity of the clients in this report. All four clients have consented 
for their information to be presented.
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Abstract
O bjective: This study aimed to provide a preliminary investigation o f  the 
mediators o f  change in an Acceptance and Commitment Therapy (ACT) 
intervention for people distressed by hearing voices. According to ACT it is 
the relationship one has to their unwanted experiences that impacts upon 
distress and valued living. The cognitive mediation m odel proposes that it is 
beliefs about the voice/s and the se lf  that is causally related to distress and 
diminished life circumstances. Consequently, Cognitive Therapy (CT) aims to 
alter such beliefs. This study investigates the shared and distinct mediators o f  
change in these tw o models.
D esign: Follow ing a four-week baseline four participants w ho were distressed 
by hearing voices engaged in a 12-week ACT intervention. ACT and CT- 
process measures were completed at every session. Outcome measures were 
com pleted at the end o f  each phase. A  qualitative Change Interview was 
conducted at the end o f  the intervention.
R esults: Tw o o f  the four participants responded to the intervention. They  
demonstrated reliable changes on measures o f  general psychological flexibility, 
psychological flexibility in relation to hearing voices, and in beliefs about 
voice omnipotence. N o meaningful changes were demonstrated on a measure 
o f  positive and negative self-beliefs. Changes appeared to occur during the 
Acceptance phase o f  the therapy.
C onclusions: This study provided further support for ACT as a promising 
intervention for people distressed by hearing voices. ACT appears to impact 
upon psychological flexibility, as hypothesized, as w ell as the content o f  
beliefs about voices, possibly through the developm ent o f  m eta-cognitive 
awareness. Tentative findings suggest that changes may occur fo llow ing the 
introduction o f  acceptance and m indfulness based techniques. In addition, 
findings suggest clients presenting with significant interpersonal difficulties 
m ay not benefit from AC T or may require a longer-intervention. Clinical 
implications and suggestions for future research are discussed.
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1 Introduction
Historically it was widely believed that people with psychotic experiences 
could not be helped by psychological therapies, a belief which was further 
reinforced by evidence that psychoanalytical psychotherapy may be harmful 
to clients with psychosis (Gunderson er al,  1984; Stanton et a l,  1984). The 
dominant intervention for such clients has therefore been a medical one. 
However, 10-60% of clients experience medication-resistant symptoms 
(Lindenmayer, 2000) and anti-psychotic medication is associated with a 
range of side-effects, which many clients find unacceptable. As a result 
there is often a high rate of non-compliance with medication (Lacro et a l ,
2002). There has therefore been a need for adjunctive interventions to 
medication.
Cognitive Therapy (CT) and Acceptance and Commitment Therapy (ACT) 
are two-evidence based therapeutic interventions for psychosis. However, 
each therapy proposes different mechanisms of change. Drawing on 
cognitive models of distress, CT for psychosis posits that distress in 
psychosis is caused not by psychotic experiences themselves but by the 
meanings given to those experiences (Birchwood & Chadwick, 1997; 
Chadwick et al, 1996). Consequently, CT aims to identify and challenge 
these beliefs. ACT (Hayes et a l,  1999) on the other hand is a contextual 
cognitive behavioural approach based on Relational Frame Theory (Hayes 
et a l,  2001). It argues that changing the form or frequency of such beliefs 
is not necessary and may even be counter-productive. Instead, it is the 
context in which events, such as beliefs, are experienced that is associated 
with distress and diminished quality of life. This context is proposed to be 
psychological flexibility and ACT attempts to increase psychological 
flexibility with the aim of helping the client contact a valued life even in the 
presence of painful experiences. It has been argued that there are clear
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differences in the theories underlying ACT and CT as well as differences in 
the treatment delivery. However, it has been questioned whether these 
differences are more superficial than real and that both interventions may 
target similar processes but via different means (e.g. Arch & Craske, 2008; 
Hofmann & Asmundson, 2007).
This case series is designed to begin to explore the hypothesised 
mechanisms of change in CT and ACT for psychosis during an ACT 
intervention for individuals distressed by hearing voices. First the 
experience of voice-hearing will be discussed before the cognitive model of 
this experience will be explored. The evidence base for CT, based upon the 
cognitive mediation model, will be discussed. ACT, and its understanding 
of the experience of hearing voices, will then be introduced and the 
evidence for ACT for psychosis will be discussed. Finally, the similarities 
and differences between ACT and CT will be explored.
1.1 Overview of voice-hearing
Auditory hallucinations are defined as sensory perceptions that have a 
compelling sense of reality, but which occur without external stimulation of 
the sensory organ (DSM-IV-TR; American Psychiatric Association, 2000). 
Voice hearing is the most common form of hallucination (Mawson et al.,
2010) and has a lifetime prevalence of 70% in individuals diagnosed with 
schizophrenia and related disorders (Landmark et al., 1990). Hearing voices 
can be associated with a range of responses and outcomes. Romme and 
Escher (1993) reported that a third of respondents were not distressed by the 
voices they heard and that hearing voices could be a comforting and 
pleasant experience. However, in clinical populations hearing voices is 
often associated with a range of long-term difficulties, including poor 
quality of life, self-esteem, anxiety, depression and suicide attempts (Ruddle
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et al,  2011). Hearing voices can be highly stigmatising and is associated 
with poor social recovery in clinical populations. Only 10-20% of people 
with non-affective psychosis and 50% of people with affective psychosis 
return to work despite many wanting paid employment (Fowler et al,
2009).
Furthermore, whilst hearing voices can be a feature of psychotic illnesses, it 
may be more common in the general population than these psychiatric 
diagnoses suggest. Whilst the lifetime prevalence of schizophrenia is 
around 1% (Sadock & Sadock, 2003), Van Os (2008) found 4.2% of a 
general population sample reported experiencing hallucinatory or delusional 
symptomatolology. Hearing voices has been reported in individuals who 
have been bereaved (Rees, 1971) and sexually abused (Chadwick et al, 
1996), and research has also shown that auditory hallucinations can be 
brought on through laboratory conditions (Slade & Bentall, 1988). It has 
been suggested that the experience of psychosis occurs along a continuum 
and that the difference between clinical and non-clinical populations of 
voice hearers may be the distress experienced and the impact they have 
upon functioning (Stip & Letoumeau, 2009).
1.2 Cognitive modei of haiiucinations
In keeping with the proposal that psychotic experiences occur along a 
continuum, cognitive models of psychosis* suggest that the distress and 
social impairment associated with anomalous experiences is not a direct 
result of the experience itself. Rather it is mediated by the way that it is 
understood and interpreted by the individual (Birchwood & Chadwick, 
1997; Chadwick & Birchwood, 1994; Close & Garety, 1998). Appraisals
‘ This review has focused on the cognitive model of the maintenance of distress in relation 
to voice hearing rather than the origin of such experiences (e.g. Morrison et al., 1995, 2001) 
as it is the maintenance of distress that is focused on in CT for psychosis and therefore what 
is explored in this case series.
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identified as being important are beliefs about the voice/s, such as identity 
and purpose. Appraisals of the experience are not necessarily based upon 
the content of the voices (Birchwood & Chadwick, 1997) with respondents 
reporting distress even when the content is benevolent.
A key appraisal is the perceived omnipotence of the voice with semi­
structured interviews and questionnaire data reporting that distressing voices 
are frequently appraised as powerful (Birchwood & Chadwick, 1997; 
Chadwick & Birchwood, 1994; Close & Garety, 1998). Voices appraised as 
powerful are associated with higher levels of distress, anxiety and 
depression, linked with shame and embarrassment, and associated with 
feelings of ‘entrapment’ (see Mawson et a l,  2010 for a review). Such 
appraisals are proposed to influence how one interacts with the voices, with 
those appraised as powerful more likely to be complied with (Birchwood & 
Chadwick, 1997; Braham et al,  2004). It is proposed that this is a 
reciprocal relationship and the resulting emotional, behavioural and somatic 
responses can in turn strengthen or weaken appraisals of power (Chadwick 
& Birchwood, 1994; Mawson et a l,  2010).
Appraisals about the voice/s may be influenced by current and past social 
relationships as well as traumatic events (Birchwood & Chadwick, 1997; 
Birchwood et a l,  2004). In cognitive models such experiences are seen to 
contribute to the development of beliefs about the self, and self-beliefs have 
been identified as being important in the experience of hearing voices 
(Fowler, 2000). It has been speculated that self-esteem and low mood may 
be involved in both the formation and maintenance of hearing voices (Close 
& Garety, 1998; Garety et al, 2001; Smith et a l,  2006). Low self-esteem 
and mood may lead to a vulnerability to hearing voices, and in turn the 
experience of hearing voices impacts negatively upon self-esteem and 
mood. Evidence for this proposal comes from correlational studies that 
have found self-esteem is associated with a higher rate and intensity of
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negative content and higher levels of distress (Smith et al,  2006) and 
depression independent of beliefs about the voices (Fannon et al,  2009).
Self-esteem is often measured by the presence or absence of positive self­
beliefs (Smith et al,  2006); however, negative self-beliefs also appear to be 
important appraisals in the experience of hearing voices. Negative self­
beliefs are associated with the content of voices and the distress related to 
this experience (Barrowclough et al,  2003; Close & Garety, 1998; Fowler, 
2000; Smith et al,  2006). Garety et al  (2001) have hypothesised that 
negative self-schemas may be related to the development of psychosis by 
increasing a sense of threat in the presence of anomalous experiences. 
However, it may be that negative self-beliefs arise as a result of psychotic 
experiences or a reciprocal relationship may occur (Smith et a l,  2006).
In summary, the cognitive model proposes that beliefs about voices and 
beliefs about the self are involved in the maintenance of distress amongst 
voice hearers. Interview and correlational studies have consistently 
supported this relationship. However, this does not allow us to draw causal 
inferences and the mechanisms through which beliefs about the self, beliefs 
about the voice, and distress, interact have yet to be clearly elucidated. 
Psychological approaches based upon this cognitive model are well placed 
to allow us to test out these hypotheses (Kazdin, 2007).
1.2.1 CBT for psychosis^
Based upon this mediational model CT approaches aim to help clients 
identify, explore and reappraise their beliefs about themselves and their
 ^Whilst this study has chosen to focus on the experience of hearing voices rather than 
diagnostic categories, much of the research investigating Cognitive Behaviour Therapy for 
Psychosis (CBTp) has focused on individuals diagnosed with psychosis, in particular 
schizophrenia. Therefore, reviewing the evidence for CBTp will also draw upon this 
broader literature.
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voice/s so as to reduce the associated distress (Chadwiek et al, 1996; 
Fowler et a l,  1995; Kingdon & Turkington, 2005). This is often achieved 
via cognitive techniques such as hypothetical contradiction, verbal 
challenging and empirical testing of beliefs (Chadwick et a l,  1996) 
although the exact format of delivery can vary (Wykes et al,  2008). This 
study has focused on CT rather than the broader CBT model because CT is 
best placed to investigate the cognitive meditational model as it is cognitive 
techniques, rather than behavioural techniques, that directly target the 
hypothesised mechanisms of distress specified. However, research 
investigating the efficacy of such interventions have rarely separated the 
cognitive elements from the behavioural ones and so the evidence for the 
broader CBTp will be considered.
A meta-analysis of 31 Randomised Controlled Trials (RCTs) reported that 
when compared with other psychological therapies CBTp had a small but 
consistent beneficial effect on positive, negative and general symptoms 
(Sarin et a l,  2011). Benefits were evident a few months after treatment had 
ended with only a trend being evident at the end of treatment. The only 
outcome where CBTp does not appear to be beneficial is hopelessness and it 
may even be detrimental (Wykes et a l,  2008). The therapy delivered under 
the term CBTp varies with a trend for larger effect sizes with more 
behavioural treatments (Wykes et al,  2008). Better results have also been 
produced with longer therapies compared to shorter ones (Sarin et a l,
2011). Based upon this research the NICE Guidelines (2009a) currently 
recommends that CBTp is routinely offered to all people with psychosis.
1.2.2 Mechanisms of Change
The cognitive mediation model posits that it is beliefs about hearing voices 
and the self that causes distress in relation to hearing voices. Evidence 
suggests that CBTp, incorporating CT techniques, is an efficacious
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treatment. However, it is currently unclear what the mechanisms of change 
are and whether or not CT targets the primary mechanisms identified within 
cognitive models of psychosis (Tai & Turkington, 2009). Research 
investigating these processes would be invaluable in increasing our 
understanding of psychological interventions for psychosis, therefore 
enhancing their efficacy, and also providing insight into the accuracy of the 
cognitive models of psychosis.
Furthermore, there have been emerging theories that suggest the processes 
of change may in fact be different to those specified in CT. Contextual CBT 
approaches, such as Mindfulness based approaches (e.g. Segal et al,  2002) 
and Compassionate Mind Therapy (e.g. Gilbert, 2009), have shifted from 
attempting to directly challenging clients’ appraisals to instead changing 
their relationship to their experiences. One contextual CBT that appears to 
have particular relevance for people hearing voices is Acceptance and 
Commitment Therapy (ACT; Hayes et al,  1999).
1.3 Acceptance and Commitment Therapy
1.3.1 Relational Frame Theory
Relational Frame Theory (RFT; Hayes et al, 20Ô1) is a behavioural 
theoretical model of language and cognition. RFT proposes that as human 
beings we have learnt to arbitrarily relate events through language, such as 
the word ‘car’ being associated with the image of a car, the sound a car 
makes, and so on. Such relations can be aversive, for instance, when a child 
is stung by a wasp resulting in an avoidance of wasps. This learning can 
occur verbally without direct experience, such as when the same child fears 
a bee because they verbally learn that wasps and bees are similar. 
Consequently, language itself can be a source of pain. For example, the
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thought ‘I’m a bad mother’ or a memory of a traumatic experience can 
result in distress. Such relations are problematic when individuals respond 
to events according to this learning rather than based upon actual events in 
their immediate environment.
Once verbal relations are established they can be added to but it does not 
seem possible to isolate and eliminate ‘faulty’ relations (Wilson & Hayes, 
1996). Furthermore, focusing on key relations with an aim of eliminating 
them are seen to increase the importance of those relations through building 
up more and more relations. Therefore, RFT argues that it is neither 
necessary nor advisable to focus on the content of these relations. Instead it 
is the context in which they are experienced that is more amenable to 
change. This is supported by evidence that even when neural activation in 
brain areas is deficient in clients with schizophrenia (MacDonald & Carter,
2003), it is not absent, leading Ford (2005) to argue that it may be more 
appropriate to build upon adaptive resources rather than trying to eliminate 
faulty resources and processing.
1.3.2 Overview of ACT
Based upon the theoretical foundation of RFT, ACT proposes psychological 
flexibility as the context in which verbal relations are experienced. 
Psychological flexibility is the ability to respond to our environment in the 
present moment in a flexible manner based upon what is important to us 
(Hayes et al,  2006). The ACT model proposes six overlapping and 
interrelated core processes underlying psychological flexibility. Hayes et a l  
(2011) have recently suggested a tripartite model of key processes across 
contextual CBT approaches of ‘Open’, ‘Aware’ and ‘Active’. These six 
processes, along with the tripartite model, are visually presented in Figure 1 
(Hayes et a l,  2006, p. 6) and reported in Table 1. In ACT private 
experiences refer to all internal experiences e.g. thoughts, feelings, physical
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sensations, memories etc. ACT attempts to contact these six processes 
through a variety of paradoxes, experiential exercises, and metaphors. This 
is to bypass the sometimes unhelpful effects of language and instead allows 
the client to experientially contact psychological flexibility in the moment 
(Hayes e/iï/., 2011).
Open
Acceptance
Defusion
Aware
Contact witii the 
Present Moment
Psychological
Flexibilify
Self as 
Context
Active
Values
Committed
Action
Figure 1. ACT hexaflex  o f the six  core p ro cesses  underlying  
p h ilosop h ica l flexibility
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Table 1 Six core processes within the ACT model of psychopathology 
Core 
Process
Psychologically Flexible Psychologically Inflexible
Acceptance The active embrace of private 
experiences without any attempts to 
change their form or frequency for 
the purpose of engaging in valued 
living.
Defusion Creating contexts whereby language 
can be seen as an active and ongoing 
process in the current moment 
(Luoma et a l 2007). Thoughts are 
seen as thoughts rather than reality 
and the function of thoughts is 
targeted (Blackledge, 2007).
An open, non-judgemental awareness 
of private and external experiences as 
they occur in the present moment.
Contact
with the
present
moment
Self-as-
context
An awareness of the self as a locus of 
experience; a continuous sense of self 
that is the perspective from which 
feelings are felt or thoughts are 
thought. This fosters an awareness of 
experiences without an attachment to 
them.
Values Qualities of action that we choose to
live our lives by, which are 
instantiated moment-to-moment e.g. 
being caring. These are associated 
with a sense of vitality, meaning and 
purpose (Blackledge & Bames- 
Holmes, 2009).
Committed Private or public commitments that
Action one will act in accordance with their
values leading to the development of 
larger patterns of effective action.
Experiential avoidance whereby the 
individual attempts to avoid or alter 
painful private experiences at the 
expense of valued living (Hayes et a l, 
1996).
Fusion with thoughts where thoughts are 
treated as literally true (e.g. I can’t get 
on with my life whilst I hear voices) and 
action is guided by this fusion rather 
than according to one’s values.
An excessive preoccupation with the 
verbally constructed past or future (e.g. 
ruminating about past events, planning 
for future events).
Attachment to a conceptualized sense of 
oneself. This can be a positive or 
negative conceptualization and is 
problematic when one’s actions are 
driven by this conceptualization rather 
than based upon one’s values.
Remoteness from values; values based 
upon fusion with ‘should’s’ and ‘musts’ 
according to social reinforcers; valued 
living based upon avoidance of 
undesired consequences.
Taking action that moves one away from 
their chosen values and instead narrows 
their repertoire of action, e.g. impulsive 
choices or chronic inaction.
165
Research Dossier
Major Research Project
Reviews have examined data from more than 50 trials and case series, 
including around 30 RCTs, and reported that ACT is effective for a range of 
problems (Hayes et a l,  2006; Hayes et a/., 2011; Ruiz, 2010). Within these 
RCTs psychological flexibility and its components, in particular defusion, 
appear to mediate outcomes (Hayes et a l,  2011). Furthermore, based upon 
numerous component studies and correlational data these same reviews 
report that core ACT processes and the broader concept of psychological 
flexibility demonstrate a moderate positive relationship with a range of 
psychological outcomes and measures of quality of life. Thus the beneficial 
effects of ACT appear to operate through the hypothesised mechanisms of 
change.
However, whilst ACT has been demonstrated to be superior to waiting-list 
and treatment-as-usual (TAU) controls, currently there does not seem to be 
sufficient evidence to suggest that ACT is superior to other active treatments 
(Powers et a l,  2009; Pull, 2008). In a critical review Ost (2008) concluded 
that contextual CBT approaches have employed much less stringent 
research methodology, which have been found to report greater effect sizes 
(Wykes et a l,  2008), than for CBT studies. Consequently, no contextual 
CBT approach currently reaches the criteria for an empirically supported 
treatment. However, ACT research is still developing and this does not 
mean that ACT is not an effective intervention but that studies with more 
stringent methodologies are needed (Gaudiano, 2009).
1.3.3 ACT understanding of psychosis
ACT is a trans-diagnostic approach proposing that symptoms themselves do 
not necessarily lead to diminished life circumstances (Bach et al,  2006) and 
instead focuses on the relationship that one has to these experiences (Bach,
2004). Psychotic symptoms are proposed to be problematic in the context 
of experiential avoidance, over-literality of private experiences, lack of
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clarity and resignation about life directions, and difficulty with committing 
to effective action (Bach et al,  2006). This is consistent with evidence that 
psychotic symptoms themselves are only weakly correlated with measures 
of social recovery and quality of life (Rogers et a/., 1991).
Individual’s past change efforts have often been unhelpful in the long-term 
with attempts to directly change hallucinations paradoxically increasing 
them. Evidence has consistently found that attempts to change or resist 
voices, such as the use of distraction and thought-suppression strategies, are 
associated with a higher frequency of intrusive thoughts and greater levels 
of distress (Farhall et al, 2007; Morrison et a l,  1995; Romme & Escher, 
1993). Many people with psychosis become trapped in a cycle of struggling 
with their experiences that lead to a sense of little personal control over their 
lives (Pérez-Âlvarez et a l,  2011). ACT attempts to help clients contact the 
unhelpful outcomes associated with struggling against experiences and 
instead explore the concept of being willing to experience anomalous and 
distressing experiences. ACT is not aiming to eliminate previous coping 
strategies, which may be helpful at times, but to provide additional 
approaches that may be beneficial.
It is proposed that hallucinations are often a target for experiential 
avoidance and change strategies. There are at least three layers of the 
experience of voice-hearing which the client may struggle with -  (i) the 
intrusiveness and salience of the experience; (ii) the verbal content; and (iii) 
the interpersonal qualities of the voice experience (Shawyer et a l,  in press). 
All three levels can disengage a person from valued living by drawing them 
into the hallucinatory experience or by unhelpful attempts to change this 
experience. For example, negative content may result in cognitive fusion 
with this content whilst the interpersonal qualities of the experience may 
lead to the individual engaging in conversations with the voice. In addition.
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meta-cognitive beliefs about the hallucinatory experience, such as ‘I can’t 
get on with my life whilst hearing voices’, are also seen as important.
Consequently, the aim of ACT is to help distinguish between those coping 
strategies that are beneficial and those that are not, and to foster a reduction 
in unnecessary struggle with voices if this is more effective in the long-term. 
Core ACT processes, such as acceptance, defusion and present-moment 
focus, are key to increasing this flexibility (Thomas et al,  in press). 
Developing a sense of self-as-context is also seen as particularly important 
in helping clients contact the idea that voice-hearing is just one experience 
of the self, not the self (Chadwick, 2006; Perez-Alvarez et al,  2008).
1.3.4 Evidence for ACT for psychosis
In addition to a range of case studies describing the beneficial effects of 
ACT for psychosis (e.g. Viega-Martinez et al, 2008; Bloy et al, 2011) 
there have been four RCTs to date examining its effectiveness. Bach and 
Hayes (2002; N = 80) and Gaudiano and Herbert (2006a; N = 40), reported 
that a brief intervention of ACT (<6 sessions) reduced rehospitalisation rates 
by up to 50% compared to a TAU or Enhanced TAU group. These were 
also evident at a one-year follow up (Bach et al,  2012). Gaudiano and 
Herbert (2006a) found that the ACT group demonstrated superiority to the 
ET AU group on measures of affective severity, global improvement, 
distress associated with hallucinations, and social functioning.
Whilst fewer participants in the ACT group in Bach and Hayes’ study were 
rehospitalised, more reported symptoms, leading them to suggest that this 
higher level of symptom reporting may have been an indirect measure of 
acceptance. Gaudiano and Herbert (2006a, 2006b) reported that 
hallucination believability partially mediated the relationship between 
hallucination frequency and distress and that believability acted as a
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mediator of the effect on distress rather than vice versa (Gaudiano et al,
2010). They suggested that this may be representative of the participants 
taking a more ‘defused’ stance to their experiences. However, believability 
is not synonymous with defusion and believability may also be an indication 
of the conviction one holds about a belief and the level of insight an 
individual has about their symptoms (Farhall et al, in press). Conviction 
and insight are proposed to be key mediators of change in CT for psychosis 
and so a single measure of believability provides inadequate evidence as to 
the mechanisms of change. Gaudiano and Herbert recommend that future 
trials, with more stringent methodology, should assess additional beliefs 
about the psychotic experience including beliefs about the power of 
hallucinations.
Furthermore, there are a number of methodological problems with both 
Bach and Hayes’ and Gaudiano and Herberts’ studies. Both were based 
upon a small sample size with a limited follow-up period, assessors were not 
blinded to the treatment conditions, and there was no active treatment 
condition. More recent studies demonstrate improved methodologies and 
White et al (2011; N = 27) report on a prospective, single-blind RCT to 
explore the feasibility of ACT focusing on emotional recovery following 
psychosis. They report a trend indicating that changes in depression scores 
were greater in the ACT arm compared to the TAU arm (p = .051) and there 
were no between-group differences in levels of anxiety. However, symptom 
reduction is not the aim in ACT but rather distress associated with 
symptoms. The number of individuals making crisis calls and the median 
number of calls was significantly smaller in the ACT arm compared to the 
TAU arm, which could be seen as a proxy measure for distress associated 
with symptoms. However, White et al remind us that those in the ACT arm 
may have had more contact with services, possibly confounding these 
results, although TAU consisted of psychotherapy and included contact with 
a Social Worker and/or Clinical Psychologist for some participants.
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In this study ACT participants demonstrated greater changes in mindfulness 
compared to TAU but there was no difference between the two arms on 
measures of experiential avoidance. It may be that ACT does not make a 
difference to experiential avoidance or that a longer intervention is required 
for differences to emerge. Furthermore, this study included a small sample 
with only 13 participants in the TAU arm and 14 in the ACT arm and so 
statistical comparisons were greatly underpowered.
Finally, Shawyer et al  (2011; N = 44) have conducted a prospective, single­
blind RCT comparing an acceptance-based CBT to befriending. Both 
treatment groups demonstrated improvements on the majority of outcome 
measures and measures of quality of life compared to the waitlist condition. 
These improvements either persisted or emerged at follow-up. However, 
there was no significant difference between the acceptance-based CBT 
group and the befriending group, suggesting that the former may be no more 
efficacious than a non-specific intervention. This study was underpowered 
and, as with CBTp, it may be that the more rigorous design reduced the 
effect size (Wykes et al, 2ÛÔ8).
As well as these clinical studies there have been a number of studies 
investigating ACT processes. There is emerging evidence that mindfulness, 
a core component of ACT, is associated with improvements in stress, 
interference from symptoms and general clinical functioning in clients with 
psychosis (Chadwick et al,  2005,2009; Jacobsen et a/., 2011).
1.3.5 Summary
ACT proposes that it is the context of psychological inflexibility that 
thoughts, feelings, and unusual experiences are associated with distress and 
diminished life circumstances. There is emerging evidence that ACT is an
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effective intervention for a range of disorders and that it operates through 
the hypothesised mechanisms of change, although more stringent 
methodological studies are needed. To date four RCTs have demonstrated 
emerging evidence for ACT for psychosis with <6 sessions associated with 
reduced rehospitalisation rates compared to TAU. It has been argued that 
believability, as a proxy measure for defusion, mediated these changes. 
However, more stringent designs have not found significant differences in 
comparison to an active treatment condition. In addition to further research 
investigating the efficacy of ACT for psychosis, it is important to 
understand the mechanisms of change. Exploring the similarities and 
differences between ACT and CT will be a fruitful avenue for research. 
This will enable us to begin to tease apart the processes underlying the two, 
helping us further refine psychological models and develop more effective 
treatments (Dozois & Beck, 2011).
1.4 Similarities and differences between CT and 
ACT
It has been argued that there are similarities across different psychological 
models that are associated with the similar outcomes produced (Paley & 
Shapiro, 2002). Lambert and Bergin (1994) proposed that non-specific 
therapy factors, such as the therapeutic relationship (Roth & Parry, 1997) 
and the instillation of hope, were the largest mediators of outcomes across 
all models of therapy with only 12-15% of variance outcomes attributed to 
therapy-specific factors. Research has demonstrated that different models 
for psychosis can produce similar outcomes. As discussed, Shawyer et al. 
(2011) found few significant differences between an Acceptance based CBT 
in comparison to Befriending and RCTs of CBTp have also reported on 
similar outcomes in comparison to Supportive Counselling (Haddock et a l,  
1999; Tarrier et a l,  1999, 2000). In addition, ACT for psychosis and CBTp
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also appear to produce similar outcomes (Powers et al,  2009; Pull, 2008). 
It may be that these therapies achieve similar outcomes via non-specific 
factors, as discussed, or it may be that they achieve these outcomes via 
different means. Understanding why different treatments produce similar 
outcomes is invaluable in aiding further refinements of interventions for 
psychosis. Comparing different therapeutic models allows us to begin to 
identify how therapeutic outcomes are mediated, what are the key active 
ingredients as well as what might moderate outcomes. It seems likely that 
there may be some overlap between CT and ACT for psychosis and 
elucidating these could provide insight into how Outcomes are mediated in 
these interventions.
There are a number of similarities between ACT and CT (McLeod, 2009). 
Both are structured, time-limited and goal-oriented psychotherapies (Bach et 
al,  2006). In terms of psychosis both start from the foundation that it is not 
the symptoms per se that lead to diminished life circumstances but the 
person’s response to them. Both also have similar aims of improving 
client’s coping behaviours so as to improve their quality of life.
Nevertheless, there are fundamental differences in the underlying 
philosophies of the two. ACT is based upon Functional Contextualism, 
which proposes that actions can only be viewed in the context of their 
functions (Hayes et a l,  1999). In contrast, CT is based upon a realist 
position, which proposes that the ‘real world’ exists and that it is possible to 
know this accurately (Dozois & Beck, 2011). This leads to differences in 
the theories concerning the development and maintenance of symptoms and 
diminished life circumstances in psychosis. CT proposes that it is appraisals 
about the psychotic experience that is central to distress whereas ACT 
argues that it is the context that these cognitions are experienced that is the 
problem. These theoretical differences lead to substantial differences in the 
delivery of CT and ACT for psychosis. CT attempts to change the content
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of cognitions whereas ACT attempts to alter their context (Bach, 2004). 
Essentially, to change the relationship the individual has to these 
experiences so that they are willing to experience symptoms if this enables 
them to lead a meaningful life.
Nevertheless, whilst the underlying theory and therapeutic techniques 
employed in ACT and CT differ, the actual processes underlying change in 
both interventions may in fact be similar. Chadwick (2006) argues that the 
meaning ascribed to experiences and the relationship to these experiences 
are complementary and may change together. He suggests that changing the 
meaning of an experience is likely to alter one’s relationship to it, and 
altering one’s relationship to an experience is likely to alter the meaning 
through building meta-cognitive insight. Furthermore, these changes may 
have a basis in neuropsychological processing. McLeod (2009) discusses 
how it has been hypothesized that CT may result in changes by reducing the 
reliance on rapid sub-cortical pathways. Instead CT enhances the slower 
and more deliberate cortical structures by helping clients spend time 
appraising their experiences and checking the evidence for their 
conclusions. It may be that mindfulness processes also enhances the slower 
reasoning processes by asking clients to slow down and check what is 
occurring in the present moment.
There is also an overlap between cognitive distancing in CT and defusion 
and self-as-context processes in ACT (Wilson et al., 2011). Cognitive 
distancing involves the process of stepping back and taking an objective 
stance towards thoughts (Beck, 1970). Nevertheless, even where CT 
employs acceptance or defusion-based strategies, this is for the ultimate aim 
of cognitive change (Dozois & Beck, 2011). In ACT acceptance and 
defusion is an end in itself along with the ultimate aim of increasing valued 
living (Wilson et al., 2011).
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There has been more of an exploration of the similarities and differences 
between CBT and ACT, which can still provide us with insight into the 
relationship between ACT and CT as cognitive change is a core component 
of CBT. In a general discussion of the two models, not specific to 
psychosis, Hofmann and Asmundson (2007) suggest that both ACT and 
CBT target emotion-regulation processes. However, whereas CBT targets 
maladaptive antecedent-processes through situation modification and 
cognitive reframing, ACT targets maladaptive response-processes such as 
thought suppression and experiential avoidance. Therefore it may be 
possible for the two to be combined in an additive fashion, providing clients 
with a range of tools. Indeed, recent refinements of CT for psychosis have 
included mindfulness as an important strategy for altering meta-cognitive 
beliefs (Chadwick, 2006).
Arch and Craske (2008) further discuss that ACT and CBT may involve 
similar processes but achieved via different means in their treatment of 
anxiety, which is a common symptom in psychosis. For example, 
acceptance based strategies inevitably involve a form of exposure whereby 
the client is encouraged to remain with uncomfortable thoughts and feelings. 
In CBT the aim of exposure is to habituate to discomfort until it reduces and 
dissipates. In ACT the aim is to connect with valued living in the long-term 
regardless of whether discomfort reduces. Whilst the theories underlying 
exposure in the two models differ, it is unclear whether the mechanisms of 
change comport with the ACT model or the CT model, or both.
In addition, whilst ACT is trying to move clients away from attempting to 
control their symptoms, providing them with psychological tools that help 
them deal more effectively with these may lead to an increased sense of 
control. Even if this sense of control is discussed as illusory, clients may 
still experience a feeling of power over a previously overwhelming 
experience (Perez-Alvarez et al,  2008). Indeed, an increase in acceptance
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has been found to be associated with a change in a sense of power in 
relation to psychotic symptoms (Berry & Hayward, 2011).
Overall, CT and ACT for psychosis propose different mechanisms of 
change in their interventions. However, both have identified key constructs 
such as one’s sense of acceptance, autonomy, control, and power in the face 
of anomalous experiences, which may overlap with each other. As these are 
explored in therapy it seems likely that they will impact upon each other. It 
is therefore important that we begin to tease apart their shared and distinct 
mechanisms of change.
1.5 Future questions
Evidence has consistently found that CBTp produces modest positive effects 
on a range of measures and there is emerging evidence that ACT may 
produce similar effects. Whilst there is a need for more methodologically 
rigorous studies to investigate the efficacy of ACT it is also important to 
determine if the process and outcomes of interventions are in keeping with 
purported mechanisms of change (Bach & Hayes, 2002). Investigating the 
shared and distinct processes in CT and ACT will allow us to establish the 
extent to which they can be combined and when and with whom the 
different interventions should be delivered (Arch & Craske, 2008; Dozois & 
Beck, 2011). Such research would allow further refinement of these 
treatments and advancement on interventions routinely offered (Gaudiano, 
2009; Kazdin, 2007).
Kazdin (2007) defines a mechanism of change as “the processes or events 
that are responsible for the change” (pg. 3) and suggests that identifying 
mediators is the first step in establishing what these mechanisms are. A 
mediator is “an intervening variable that may account (statistically) for the
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relationship between the independent and dependent variable” (pg. 3). The 
study of mediational processes in psychological interventions is still in its 
infancy and requires complex methodologies and statistical design 
(Hofmann & Asmundson, 2007). One appropriate research design is to 
measure a range of potential mediators and outcomes during intervention 
studies (Kazdin, 2007). Before conducting such research on a large scale, a 
research design that is particularly appropriate to begin to investigate 
mediators of change is the case-series (e.g. Chadwick et al,  2003; Hayward 
et al,  2009; Mayhew & Gilbert, 2008). Case series can be conducted with 
only one participant but typically involve three to eight (Horner et al,
2005). They have been recognised as contributing to evidence-based 
practice by the American Psychological Association’s (APA’s) Task Force 
on Evidence-Based Practice (2005) and are reported in over 45 professional 
joumals (Anderson, 2001).
Case-series are quasi-experimental designs that allow a range of dependent 
variables, including outcome measures and potential mediators, to be 
investigated at multiple time-points on a case-by-case basis. The essential 
feature of case series is that measures are repeatedly employed throughout 
baseline and intervention phases, which can “potentially yield data sets well 
suited to revealing whether, when, and sometimes even why an intervention 
works.” (Borckhardt et al 2008; p. 77). Each participant’s scores on 
measures during the intervention phase is compared to their scores during a 
baseline phase, with the baseline acting as the control in a similar way that 
TAU does in RCTs (Horner et al,  2005).
Case-series are particularly relevant when we are only beginning to 
investigate mechanisms of change because it is just as important that 
research generates hypotheses as well as tests hypotheses (Kazdin, 2007). 
Mechanisms of change may vary from individual to individual, which may 
be obscured in group-based designs (Borckhardt et a l,  2008; Elliot, 2002).
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Understanding this complexity is essential for the development of future 
research. Thus case series can help to establish which hypothesized 
mediators need to be included, and which need to be discarded, in larger, 
more rigorous, and therefore more expensive and time-intensive trials 
(Kazdin, 2007).
1.6 Current Study
This study is a case series to investigate the hypothesized mechanisms of 
change in ACT for people distressed by hearing voices. As discussed, ACT 
proposes that it is the development of psychological flexibility that is 
associated with improvements in distress and valued living. The 
Acceptance and Action Questionnaire-II (Bond et al,  2011; AAQ-II) has 
been developed to investigate ACT mediation and is a measure of general 
psychological flexibility. The recently developed Voices Acceptance and 
Action Scale (Shawyer et a l,  2007; VAAS) is a promising tool for 
measuring psychological flexibility specifically in relation to hearing voices. 
Consequently, to measure ACT-mediators during the case-series the AAQ-II 
and VAAS-9 will be measured throughout.
In addition, the Beliefs About Voices Questionnaire-Revised (Chadwick et 
al,  2000; BAVQ-R) has proved to be a useful tool in investigating the role 
of appraisals of voices, as specified in the CT model of voice hearing. As 
discussed, beliefs about power have consistently been found to be related to 
negative outcomes in people hearing voices (Mawson et a l,  2010) and the 
BAVQ-R is a widely used tool to measure perceived voice omnipotence. In 
addition, changing self-concept has also been identified as important in CT 
(Berry & Hayward, 2011) with low self-esteem and negative self-beliefs 
shovm to be associated with distress in relation to hearing voices 
(Barrowclough et al, 2003; Close & Garety, 1998; Fowler, 2000; Smith et 
al, 2006). As a result Fowler et al (2006) developed the Brief Core
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Schema Seale (BCSS) to investigate their role in more detail. Therefore, 
both beliefs about the power of voices and core self-beliefs are important 
constructs to measure when investigating potential mediators of change. 
Consequently, the BAVQ-R Omnipotence Scale and BCSS Self-Scales will 
also be measured throughout the ACT intervention.
Finally, as well as measuring potential mediators during an intervention 
study it is also important to measure outcomes. Both ACT and CT identify 
distress as a target of therapy, as opposed to a reduction in symptoms. 
Therefore, the Clinical Outcomes in Routine Evaluation-10 (Connell & 
Barkham, 2007; CORE-10) will be included as a measure of general 
psychological distress. In addition, the key outcome identified in the ACT 
literature is an increase in valued living and so it is important that this is also 
measured. As a result, the Valued Living Questionnaire (Wilson et a l,  
2010; VLQ) will be included as an Outcome measure. Nevertheless, it is 
important that symptoms of voice hearing are measured during the 
intervention as it may be that changes in symptoms lead to changes in 
mediators, rather than vice versa (Kazdin, 2007). Consequently, the 
Hamilton Program for Schizophrenia Voices Questionnaire (Van Lieshout 
& Goldberg, 2007; HPSVQ) will be also be included in the case-series.
Based upon the ACT literature it was hypothesised that ACT would lead to 
changes on the ACT-specific measures - the AAQ-II and the VAAS-9. In 
turn, those individuals who demonstrate changes in these measures will also 
demonstrate changes on an outcome measure of valued living -  the VLQ. It 
was also expected that changes on the ACT-mediators will precede changes 
on the outcome measures and that symptom change will not precede 
changes on ACT-mediators.
By including ACT-specific measures and CT-specific measures we can 
begin to ascertain in more detail whether the mechanisms of change
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underlying ACT for people who are distressed by hearing voices is 
consistent with the mechanisms proposed in the ACT model and whether it 
is distinct from the mechanisms identified in CT for psychosis. There is 
limited research that investigating ACT or CT mediators during 
interventions for people distressed by hearing voices, and the BCSS and 
ACT-specific measures are very new tools and so have not yet been widely 
used. Therefore, as well as investigating the hypotheses outlined above, an 
additional aim of this case-series is to generate hypotheses, which can be 
further investigated in future research. Case-series are particularly 
beneficial at identifying which measures should be taken forward as 
targeting key mediators as well as identifying potential treatment 
moderators (Kazdin, 2007). For example, it is unclear from the literature 
review whether participants will report changes on CT-specific measures - 
the BAVQ-R Omnipotence Scale and BCSS Self-Scales. Thus an 
exploratory aim of this case-series will be to identify potential processes that 
need further research to confirm their occurrence and elucidate their role in 
interventions for voice hearing.
2 Method
2.1 Ethical Considerations
This study was given a favourable opinion by the Clinical Psychology panel 
at the University of Surrey. Ethical approval was obtained from the NHS 
REC and the Faculty of Arts and Human Sciences at the University of 
Surrey. Research & Development approval was obtained from the Trust 
within which this study took place. See Appendix 6.1 to 6.4 for relevant 
documentation. Particular attention was paid to ensuring that participants 
were aware of the potential difficulties and benefits involved in engaging in
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psychological therapy focused on voice hearing. It was also ensured that 
participants had the capacity to consent to this research. Risk issues were 
considered throughout the study and where these were apparent risk 
protocols within the Trust were followed.
2.2 Design and Procedure
This case-series followed an A-B design (Kazdin, 2011):
A. Baseline assessment conducted weekly over a four-week period. All 
outcome and process measures were completed at each time point. These 
measures were completed either in person or over the telephone with the 
therapist.
B. ACT was offered over 12 sessions conducted on a weekly basis. 
These sessions were split into two sections -  the first group of sessions 
focused on values and the second group of sessions focusing on acceptance- 
based strategies. Both ACT and CT process measures were completed with 
the therapist at every session during the intervention. In addition, outcome 
measures were completed at the end of the values section and at the end of 
the intervention. A Change Interview was conducted at the end of the 
intervention by a Research Assistant independent to this study.
2.3 Participants
Participants were recruited from Early Intervention and Recovery Care 
Pathways from a National Health Service Mental Health Trust in an inner 
city in the United Kingdom. Inclusion criteria were being currently 
distressed by hearing voices and being 18 years of age and over. The sole 
exclusion criteria was having experienced either ACT or CT/CBT for 
psychosis in the previous year. Participants who met this criteria were
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initially approached by their care co-ordinator and if they wished to learn 
more about the research were put in contact with the lead investigator (see 
Appendix 6.5 for the staff information sheet, Appendix 6.6 for the 
participant information sheet, and Appendix 6.7 for the participant consent 
form). Fifteen participants were initially referred. Figure 1 provides 
information on the recruitment process and Table 2 presents descriptive 
information about the four participants who completed the intervention^. 
See Appendix 6.8 for more information regarding the participants and the 
interventions they received.
2.4 Therapist
The therapist was a third-year Trainee Clinical Psychologist who had 
received 4 hours of lectures on ACT, attended two two-day advanced ACT 
workshops in addition to a specialised one-day ACT for psychosis 
workshop. To familiarise herself with the ACT model she had read a 
number of core ACT textbooks (Harris, 2009; Hayes et a l, 1999; Luoma et 
a l, 2007). The therapist received weekly clinical supervision during the 
intervention lasting an hour and attended a monthly one and a half hour 
ACT supervision group. Supervisors were two experts on ACT in the UK 
who are both members of the ACT BABCP Special Interest Group. They 
have been trained in ACT and have extensive experience in delivering ACT 
interventions for psychosis.
Names reported are pseudonyms
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Referred (n = 15)
Started Intervention (n = 4)
Met Lead Investigator (n = 9)
Completed 
Intervention (n = 4)
Started Baseline 
Questionnaires (n = 6)
Excluded (n = 2)
- No longer met inclusion criteria 
(n=  1)
- Dropped out (n = 1)
Excluded (n = 3)
- Declined to participate (n = 1)
- Did not meet inclusion criteria 
(n = 2)
Excluded (n = 6)
- Declined to participate (n = 5)
- Team withdrew referral due to 
admission to hospital (n = 1)
Figure 2  CONSORT diagram of the recruitment process
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2.5 Measures
2.5.1 Outcome Measures:
Valued Living Questionnaire-Adapted (Wilson et al, 2010; VLQ; see 
Appendix 6.9).
The VLQ measures 10 domains of valued-living in an idiosyncratic 
fashion. It was originally developed as a clinical tool but is useful for 
research as it allows participants to identify what quality of life means for 
them. Participants first rate the importance of the domains before rating the 
extent to which they live consistently with these values. Initial findings 
suggest that this is internally and temporally consistent but is only 
moderately valid.
This study used an adapted version which first asks participants to pick the 
three domains that they believe to be most important to them (Strauss et al., 
in press; VLQ-A). It then subsequently asks clients to rate how consistently 
they have been living within these three domains over the past week on a 1- 
10 scale (1= ‘not at all consistent’ and 10= ‘as consistent as possible’). 
Ratings for the three domains are added together giving a total valued living 
score between 3 and 30, with higher scores indicated greater consistency 
with a valued life. Strauss et al. (in press) found that it was sensitive to 
change following a CBT-mindfulness group intervention for chronic 
depression (F(l,12) = 5.02, p<.05) and they found (Strauss, personal 
communication, 25^  ^June 2012) that change scores correlated with changes 
on the Southampton Mindfulness Questionnaire (r = .47; SMQ; Chadwick et 
a l, 2008) and on the Beck Depression Inventory-II (r = -.47; Beck et a l, 
1996). However, it only demonstrates moderate internal consistency with a 
Cronbach’s a of .61.
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The Hamilton Program for Schizophrenia Voices Questionnaire (Van 
Lieshout and Goldberg, 2007; HPSVQ; see Appendix 6.10).
The HPSVQ is a self-administered measure of symptoms and 
responses to voice hearing. It includes nine-items measuring features of 
voice hearing. Each item is rated on a 5-point scale (0-4) yielding a total 
score ranging from 0-36. Higher scores indicate greater levels of voice 
hearing and distressed response. The HPSVQ demonstrates good test-retest 
reliability over a one-week interval (ICC = .72) and fair reliability over an 
11 week interval (ICC = .57), adequate internal consistency with 
Cronbach’s a of .74, .83 and .84 at baseline, one and 11 weeks respectively, 
and adequate concurrent validity in relation to the Psychotic Symptoms 
Rating Scale -  Auditory Hallucinations (r = .76) (PSYRATS-AH; Haddock 
et a l, 1999). However, the HPSVQ has only been validated with 20 
participants initially and a further 74 participants in South Korea (Kim et 
a l, 2010). It was employed in this study because a measure of voice 
hearing was deemed important when measuring processes of change, for 
example, to know whether symptom change follows changes in process 
measures or vice versa (Kazdin, 2007). Due to the number of measures 
employed a self-report measure was deemed more efficient and less of a 
burden on participants than an interview based measure, such as the 
PSYRATS.
The Clinical Outcomes in Routine Evaluation - 1 0  (Connell & Barkham, 
2007; CORE-10; see Appendix 6.11).
The CORE-10 is a short-form of the Clinical Outcomes in Routine 
Evaluation Outcome Measure (Barkham et a l, 2001, 2005; Evans et a l, 
2002; CORE-OM). It is a brief self-report measure of symptoms, life 
functioning and risk to self. Participants respond to 10 statements about 
how they have felt over the last week using a five-point scale ranging from 
‘Not at all’ (=0) to ‘Most or all of the time’ (=4) yielding total scores
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ranging between 10 and 40. Higher scores indicate greater distress. The 
CORE-10 is a well-validated and extensively used measure. It demonstrates 
high sensitivity (.92) and specificity (.72) in identifying depression, high 
concurrent validity in comparison to measures of anxiety, depression and 
mental health, good internal consistency with a Cronbach’s a of .82, and is 
sensitive to change (t=38.1, p < .001) (Connell & Barkham, 2007).
2.5.2 ACT Process Measures:
The Voice Acceptance and Action Scale 9 (Ratcliff, 2010; VAAS-9; see 
Appendix 6.12).
The VAAS-9 is based upon the original 31-item Voices Acceptance 
and Action Scale (Shawyer et a l, 2007). It is a 9-item measure containing 
two sub-scales of (i) acceptance, which represents learning to live with 
voices as opposed to struggling with them; and (ii) independence, which 
represents the ability to live purposefully even whilst experiencing voices. 
Participants are asked to respond on a 5-point scale from Strongly Disagree 
(=1) to Strongly Agree (=5), giving a total score ranging from 9 to 45. 
Higher scores indicate greater acceptance of and independence from voices. 
The VAAS-9 and its subscales demonstrates adequate internal consistency 
with a Cronbach’s a of between .70 and .83, high test-retest consistency for 
both the independence scale (r = .76) and acceptance scale (r = .91), and 
adequate concurrent validity in comparison to the AAQ -  II and SMVQ. 
However, this measure has only been validated on 103 participants and so 
needs further validation with a larger sample. It was included in this study 
as it aims to measure key hypothesised processes in ACT for distressing 
voices. The 9-item measure was chosen for ease of administration due to 
the number of measures participants completed and frequency of data 
collection.
186
Research Dossier
Major Research Project
The Acceptance and Action Questionnaire -  II (Bond et al, 2011; AAQ-II; 
see Appendix 6.12).
The AAQ-II is a brief seven-item measure of psychological 
flexibility. Participants respond to a list of statements along a 7-point scale 
ranging from ‘Never True’ (=1) to ‘Always True’ (=7). Higher scores 
indicate greater levels of psychological inflexibility. Scores above 24-28 
indicate clinical levels of psychological distress. The AAQ-II demonstrates 
good internal consistency with Cronbach’s a between .78 to .88 across six 
samples, test-retest reliability of .81 and .79 at 3-months and 12-months 
respectively, concurrent validity with higher levels of psychological 
inflexibility being associated with greater distress, (e.g. r = .71 with the 
Beck Depression Inventory - II), and convergent validity with the White 
Bear Suppression Inventory (r = .63) (Wegner & Zanakos, 1994).
2.5.3 CT Process Measures:
The Beliefs About Voices Questionnaire -  Revised (Chadwick et al, 2000; 
BAVQ-R; see Appendix 6.14) -  Omnipotence Scale.
The BAVQ-R is a 35-item measure of people’s beliefs about their 
voices and their reactions and behaviour to them. This study only 
employed the omnipotence subscale (six items) so as to reduce the weekly 
burden on participants. However, the validity and reliability of using the 
omnipotence subscale on its own has not been established. Participants 
respond on a 4-point scale ranging from Disagree (=0) to Strongly Agree 
(=3). Higher scores indicate greater perceived omnipotence. The 
omnipotence scale demonstrates good internal consistency with a 
Cronbach’s a of .74. It demonstrates a positive relationship with resistance 
(r = .50) and a negative relationship with engagement {r = 0.26), as 
measured by the BAVQ-R, and concurrent validity with higher scores on 
the omnipotence scale being associated with depressive symptoms (r = .44) 
and anxiety symptoms (r = .33).
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The Brief Core Schema Scales (Fowler et al, 2006; BCSS; see Appendix
The BCSS is a 24-item measure containing four scales of negative 
and positive beliefs about the self and others. It asks participants to respond 
along a five-point scale from ‘Do not believe it at all’ (=1) to ‘Believe it 
totally’ (=5). This study only employed the self-subscales so as to reduce the 
weekly burden on participants. Again, the validity and reliability of using 
the self-subscales on their own has not been established. High scores 
indicate greater agreement with the specified beliefs. Consequently higher 
scores on the Negative Self-Scale indicates greater negative beliefs about 
the self and higher scores on the Positive Self-Scale indicates greater 
positive beliefs about the self. The BCSS self-scales demonstrates good 
internal consistency with Cronbach’s a of between .78 and .86, concurrent 
validity with moderate associations with the Rosenherg Self-Esteem Scale 
(Rosenberg, 1965) amongst a psychosis sample (Positive-self scale (r = - 
.59) and Negative-Self Scale (r = .53)) and good test-retest stability for (r = 
.84 and r = .82) over a three-week period amongst a sample of students.
2.5.4 Qualitative exploration of participants’ experience
Change Interview (Elliot et al, 2001; see Appendix 6.16):
Evaluating participants’ subjective experience in case-series research 
enhances our understanding of who changes, when and might begin to 
suggest why (Kazdin, 2007). As recommended by Elliot (2002) this study 
included the Change Interview, which is a semi-structured interview that 
takes around 30 minutes to complete. Participants were asked to discuss 
changes that might have occurred during the intervention, their attributions 
about these changes and their beliefs about helpful and hindering aspects of 
the therapy. This was conducted hy a Research Assistant who was 
independent to the research so that participants felt less inhibited from being
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open, and possibly critical, about the therapy received. For the purpose of 
this report only the responses regarding changes during the intervention and 
attributions about these changes will be reported. However, a full 
qualitative analysis of this data will be submitted for publication.
2.6 Intervention
The author of this report developed the intervention manual based upon the 
broader ACT literature as well as incorporating specific adaptations for 
clients with psychosis (see Appendix 6.17). The manual did not outline 
session-by-session plans, which is in line with ACT as a formulation-based 
treatment. Instead it outlined the broad course of therapy but did not define 
the length of time a given client would need to focus on the different 
processes. Exercises and metaphors detailed in the manual were designed to 
be descriptive rather than prescriptive and were tailored with the individual 
in mind. Following an initial assessment, which took on average one to 
two sessions, the intervention progressed through two broad and 
overlapping stages. The first focused on helping clients clarify and explore 
values from an ACT perspective (Values phase). The second introduced 
acceptance, defusion and mindfulness based interventions and related these 
to committed actions based upon identified values (Acceptance phase). All 
intervention sessions were audio-recorded and 10% were randomly selected 
and listened to by the therapists’ clinical supervisors. These were rated 
according to an ACT for psychosis adherence measure (see Appendix 6.18) 
and were all rated as adherent to the ACT model.
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2.7 Planned Data Analysis
2.7.1 Self-report measures
The quantitative data from this study was analysed using single-case 
methods. This involved comparing changes in participants’ scores against a 
Reliable Change Index (RCI), where reliable change is defined as a change 
greater than would be expected due to measurement error (Jacobson & 
Truax, 1991). Table 3 reports the RCIs for the measures. As a conservative 
approach participants’ scores will be compared to their scores on the final 
baseline assessment as scores may vary during baseline (Parker et a l, 
2011). For example, they may demonstrate an improvement due to the 
nature of meeting someone and discussing their experiences via the 
questiormaires.
Clinically significant change (Jacobsen et al, 1984; Jacobsen & Truax, 
1991) will not be considered as it is not expected that clients with severe 
and enduring difficulties will no longer meet criteria for such mental health 
problems following a 12-week psychological intervention. For example, it 
is not expected that clients will go from hearing voices to no longer hearing 
voices. This is also in keeping with aim of both ACT and CT not being 
symptom reduction but the reduction of distress and improvement of valued 
living. In addition, the majority of the measures employed in this study 
have not been validated on clinical and non-clinical populations and so do 
not provide valid norms from which to derive clinically significant change. 
For example, the VASS-9 has only been validated on people distressed by 
hearing voices and who have received psychiatric diagnoses according to 
diagnostic categories, such as the DSM-IV (APA, 1994). Therefore, it is 
not currently possible to establish when a client moves from a clinical to a 
non-clinical group.
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Table 3 Reliable Change Indices for the outcome and process measures
Measure Reliable Change 
Index**
Hamilton Program for Schizophrenia Voices Questionnaire 
(HPSVQ)
8.48
CORE-10 5.9
Valued Living Questionnaire-adapted (VLQ-A) 9.56
Voices Acceptance and Action Scale-9 -  Acceptance Scale 
(VAAS-9 Acceptance)
3.94
Voices Acceptance and Action Scale-9 -  Independence Scale 
(VAAS-9 Independence)
2.60
Acceptance and Action Questionnaire-II (AAQ-II) 9.91
Beliefs About Voices Questionnaire-Revised-Omnipotence 
Scale (BAVQ-R Omnipotence)
6.34
Brief Core Schema Scales -  Negative Self (BCSS Negative) 6.54
Brief Core Schema Scales -  Positive Self (BCSS Positive) 8.18
Process measures throughout the baseline and intervention phases will be 
graphically plotted and visually analysed as is consistent with case-series 
designs. According to Homer et al (2005) this involves visually 
interpreting level, trend and variability in each phase as well as interpreting 
when effects occur and how soon these occur following the introduction of a 
phase. However, visual analysis alone is no longer deemed acceptable in 
case-series due to consistent findings of low to moderate inter-rater
 ^Unless otherwise stated the RCIs were established using the Cronbach’s a as reported in 
the published articles detailing the measures. The RCI for the CORE-10 was obtained from 
the published manual. The RCI for the VAAS-9 was calculated using the Cronbach’s a 
from a sample of 150 voices hearers reported by Holt (2012). The RCI for the AAQ-II was 
calculated using the Cronbach’s a from a sample of 290 people seeking outpatient 
psychological support for alcohol abuse in Bond et a lls  (2011) paper as this was deemed 
the closest client group to this study.
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reliability and a tendency for an over-estimation of data resulting in Type 1 
errors (Barnett et a l, 2012, Borckhardt et a l, 2008). Therefore, it is best 
practice that visual analysis is supplemented with statistical techniques 
appropriate for single-case designs.
Consequently, the process measures will also be analysed statistically using 
Tau-U, which is a non-parametric assessment combining Kendall’s Rank 
Correlation and the Mann-Whitney U test (Parker et a l, 2011). This is a 
statistical approach that produces an index of change between two phases. 
Tau-U assesses the amount of non-overlap between data in two phases by 
establishing the percentage of non-overlapping data minus the percentage of 
overlapping data. Thus each data point is given equal weighting. This is 
combined with an analysis of trend in phase B (i.e. the intervention phase), 
which is established by the percentage of data-points that improve during 
the phase. Therefore as well as considering the amount of non-overlap 
between the two phases it also considers the percentage of data-points that 
improve within phase B.
Tau-U is a distribution free statistic that does not require interval data. This 
statistical test lends strength to visual analysis and has been found to closely 
correspond with visual analysis. Parker et a l, (2011) report that Tau-U 
performs reasonably well with auto-correlated data, which naturally occurs 
in case-series as the data is not independent from each other. For example, 
performance on the VAAS-9 at session 2 will be related to performance at 
sessions 1, and performance at session 3 will be related to performance at 
sessions 2, and so on. Statistically this can result in Type 1 errors and so 
needs to be controlled for. Whilst Tau-U is a new statistical approach Parker 
et a l (2011) tested it on 382 published data sets and reported it to be an 
improvement on other methods of establishing changes in single-case 
research. Other researchers also recommend it as a statistical method (e.g. 
Barnett et a l , 2012).
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Tau-U has been developed for an A-B design and so the Baseline phase will 
be compared to the Intervention as a whole. The Values phase will also be 
compared to the Acceptance phase to explore whether there are significant 
differences between the Values and Acceptance phases. Tau-U is a measure 
of effective size but guidelines do not currently exist for effect-size levels in 
single-case research (Barnett et a l, 2012). Therefore, in addition to the Tau- 
U statistic and its significance level, confidence intervals will be reported.
As a conservative approach a client will only be deemed to have 
demonstrated meaningful change on a measure if they achieve the following 
criteria:
1. a reliable change according to Jacobson and Truax (1991);
2. a significant improvement according to Tau-U (Parker et a l, 2011);
3. visual improvement in the graphically-plotted data.
2.7.2 Change Interview
As discussed, a detailed qualitative exploration of the Change Interview will 
be reported elsewhere. This study will only report the changes identified by 
participants during the therapy and attributions of what caused these 
changes. This data will be analysed using content analysis, which involves 
reducing large volumes of content into categories based upon explicit codes 
(Krippendorff, 2004). The content analysis will be based upon a deductive 
approach with a-priori categories (Stemler, 2001). These categories were 
derived based on theory outlined in the introduction. Sampling units were 
any responses concerning changes or attributions for changes that were 
consistent with this theory. The changes and attributions were coded by the 
author of this report and independently coded by C. Strauss. This yielded 
92.73% agreement and any discrepancies were resolved by discussion.
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2.7.2.1 Coding changes during therapy
Changes were coded according to values-based categories and symptom- 
based categories. ‘Values-based’ categories were taken from each person’s 
valued domains identified on the VLQ-A. ‘Symptom-based’ changes were 
defined as changes related to hearing voices or changes related to 
psychological mental health, the former operationalised using HPSVQ items 
and the latter operationalised using CORE-10 items. Positive as well as 
negative changes were coded. A reported change was only coded once so 
that the number of changes identified by participants was not inflated by the 
interviewer clarifying and summarising changes.
2.7.2.2 Coding attributions for reported changes
Attributions for changes were coded according to ‘ACT-consistent’ 
categories, ‘CT-consistent’ categories and ‘Other’ categories. ‘ACT- 
consistent’ categories were derived from the tripartite contextual-CBT 
model proposed by Hayes et a l (2011) of ‘Open’, ‘Aware’ and ‘Active’. 
This tripartite model was chosen over the ACT-hexaflex due to the overlap 
between the processes within the hexaflex impacting upon the reliability of 
coding. It is important that categories are mutually exclusive and that coded 
units do not fall into more than one category (Krippendorff, 2004). ‘CT- 
consistent’ categories were coded for attributions relating to changes in 
beliefs about voices and changes in beliefs about the self, as is consistent 
with the BAVQ-R and BCSS. Finally, ‘Other’ attributions were coded 
when attributions for change pointed to the therapeutic relationship, generic 
aspects of therapy and external influences. Attributions were determined by 
their presence only and reported attributions will only be coded once for 
reasons discussed above.
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3 Results
The results will consider the outcome measures, ACT process measures and 
CT process measures in turn. As outcome measures were only completed 
during Baseline and at the end of each of the intervention phases these will 
be reported and reliable change will be considered. Scores on the ACT and 
CT process measures at the end of Baseline, Values and Acceptance phases 
will then be reported. Scores on these measures throughout will be 
graphically plotted and statistically analysed. Only meaningful changes will 
be reported and non-significant findings and trends towards meaningful 
changes will be reported in Appendix 6.19. Finally, changes and 
attributions as reported in the Change Interview will be reported.
During the intervention Michael became increasingly frustrated with the 
questionnaires, which threatened his engagement with the intervention and 
the whole study. It was therefore agreed that he would complete the 
questionnaires at every second or third session. Furthermore, due to 
challenges to the therapeutic relationship, which required a high degree of 
flexibility within sessions, it was not possible to distinguish between the 
Values and Acceptance phases. Consequently, Michael’s results are only 
separated into Baseline and Intervention phases.
3.1 Outcome Measures
Table 4 reports reliable changes on the outcome measures. Christiana 
demonstrated a reliable improvement on the HPSVQ at the end of the 
Acceptance phase in comparison to both the end of Baseline and Values 
phases. On the CORE-10 both Christiana and Michael demonstrated a 
reliable improvement at the end of the intervention in comparison to 
Baseline. In addition, both Christiana and James demonstrated a reliable 
improvement on the CORE-10 at the end of the Acceptance phase in
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comparison to the end of the Values phase. Sandra showed a reliable 
improvement at the end of the Acceptance phase in comparison to the end of 
the Values phase. However, this change was only of six points with the RCI 
being 5.9. Therefore, caution needs to be applied when concluding that this 
is truly a reliable change.
Table 4 Scores on the three outcome measures at the end of the Baseline 
phase, end of Values phase and end of Acceptance phase
Baseline
VLQ-A (3-30) 
Values Acceptance
James 13 14 13
Christiana 24 21 24
Sandra 18 15 15
Michael 10 14
HPSVQ (0-36)
Baseline Values Acceptance
James 20 21 20
Christiana 29 33 11*+
Sandra 36 36 36
Michael 30 25
CORE-10 (0-40)
Baseline Values Acceptance
James 14 16 10^
Christiana 18 23 3*+
Sandra 34 38 32
Michael 31 - 25*
* indicates reliable change in comparison to end of baseline 
indicates reliable change in comparison to end of values phase 
*+ indicates reliable change in comparison to end of baseline and end of values 
phase
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Table 5 Scores on the VAAS-9 Acceptance Scale at the end of the 
Baseline phase, end of Values phase and end of Acceptance phase^
VAAS-9 Acceptance Scale (5-25)
Baseline Values Acceptance
James
Christiana
Sandra
Michael
16
16
11
11
16
13
17
14
20*+
17*
14
* indicates reliable change in comparison to end of baseline 
+ indicates reliable change in comparison to end of values phase 
*+ indicates reliable change in comparison to end of baseline and end of 
values phase
Table 6 Tau-U scores for VAAS-9 Acceptance Seale
Baseline phase vs. Intervention phase 
Tau-U Significance Confidence Interval 90%
James 0.33 .07 0.03-0.64
Christiana -0.13 .50 -0.43-0.18
Sandra 0.62 .01* 0.27-0.96
Michael 0.49 .05* 0.08-0.90
Values phase vs. Acceptance phase
Tau-U Significance Confidence Interval 90%
James 0.18 .41 -0.18-0.55
Christiana 0.64 .01* 0.27-1.00
Sandra 0.33 .18 -0.08-0.74
Michael - -
* indicates significant difference
 ^Higher scores equal greater psychological flexibility on the VAAS-9
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Figure 3 visually represents the data for the VAAS-9 Acceptance Scale,
table 5 reports on reliable changes on the Acceptance Scale and table 6
reports on the Tau-U scores for the Acceptance Scale.
Christiana demonstrated a reliable improvement on the Acceptance Scale at 
the end of the Acceptance phase in comparison to both the end of the 
Baseline and Values phases. Her scores on the Intervention phase were not 
significantly different to the Baseline phase but her scores during the 
Acceptance phase were significantly higher compared to her scores during 
the Values phase. Figure 3 suggests that Christiana demonstrated a 
worsening on the Acceptance Scale during the Baseline phase, which 
continued during the Values phase. She then began to demonstrate an 
improvement at the beginning of the Acceptance phase, which was 
maintained throughout. This information together suggests that Christiana 
did show a meaningful improvement on the Acceptance Scale.
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Table 7 Scores on the VAAS-9 Independence Scale at the end of the 
Baseline phase, end of Values phase and end of Acceptance phase
VAAS-9 Independence Scale (4-20)
Baseline Values Acceptance
James 10 12 15**
Christiana 8 4 20**
Sandra 5 4 4
Michael 5 10*
* indicates reliable change in comparison to end of baseline
indicates reliable change in comparison to end of values phase
*+ indicates reliable change in comparison to end of baseline and end of
values phase
Table 8 Tau-U scores for VAAS-9 Independence Scale
Baseline phase vs. Intervention phase
Tau-U Significance Confidence Interval 90%
James 0.44 .02* 0.14-0.75
Christiana -0.01 .96 -0.31-0.30
Sandra -0.32 .13 -0.66 -  0.03
Miehael 0.24 .33 -0.16-0.65
Values phase vs. Acceptance phase
Tau-U Significance Confidence Interval 90%
James 0.41 .06 0.05-0 .77
Christiana 0.80 .001* 0.44-1 .17
Sandra -0.11 0.65 -0.52-0.30
Michael - -
* indicates significant difference
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Figure 4 visually represents the data for the VAAS-9 Independence Scale,
table 7 reports on reliable changes on the Independence Scale and table 8
reports on the Tau-U scores for the Independence Scale.
James’s scores on the Independence scale demonstrated a reliable 
improvement at the end of the Acceptance phase in comparison to both the 
end of Baseline and Values phases. This is supported by table 8 reporting 
that his scores during the Intervention phase were significantly higher 
compared to his scores during the Baseline phase. There was a trend 
approaching significance that his scores during the Acceptance phase were 
significantly higher compared to his scores during the Values phase. This is 
visually supported by figure 4, which shows that James’ scores during the 
Acceptance phase are higher than the Values phase but that this 
improvement begins at the end of the Values phase. Therefore, drawing this 
information together suggests that James did show a meaningful 
improvement on the Independence Scale.
Christiana demonstrated a reliable worsening on the Independence Scale at 
the end of the Values phase in comparison to the end of the Baseline phase. 
She then demonstrated a reliable improvement on the Independence Scale at 
the end of the Acceptance phase in comparison to her scores at the end of 
both the Baseline and Values phases. Her scores during the Intervention 
phase were not significantly different to those during her Baseline phase but 
her scores during the Acceptance phase were significantly higher compared 
to her scores during the Values phase. The lack of significance during the 
Intervention phase may be due to the non-linearity of the effect. Figure 4 
suggests that Christiana’s scores on the Independence Scale deteriorated 
during the baseline phase, which continued during the Values phase. She 
then began to demonstrate an improvement at the beginning of the 
Acceptance phase, which continued throughout this phase. This information
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together indicates that Christiana did show a meaningful improvement on 
the Independence Scale.
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Table 9 Scores on the AAQ-II at the end of the Baseline phase, end of 
Values phase and end of Acceptance phase
AAQ-II (7-49)
Baseline Values Acceptance
James 26 22 16*
Christiana 25 30 11**
Sandra 47 47 47
Michael 46 - 47
* indicates reliable change in comparison to end of baseline
* indicates reliable change in comparison to end of values phase
*+ indicates reliable change in comparison to end of baseline and end of 
values phase
Table 10 Tau-U scores for AAQ-II
Baseline phase vs. Intervention phase 
Tau-U Significance Confidence Interval 90%
James -0.68 .001* -0.98--0.3
Christiana -0.38 .04* -0.68 - -0.07
Sandra -0.14 .50 -0.49-0.21
Michael 0.09 .72 -0.32-0.50
Values phase vs. Acceptance phase
Tau-U Significance Confidence Interval 90%
James -0.64 .004* -1 - -0.27
Christiana -0.55 .01* -0.91 --0.18
Sandra -0.16 .53 -0.56-0.25
Michael - -
* indicates significant difference
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Figure 5 visually represents the data for the AAQ-II, table 9 reports on
reliable changes on the AAQ-II and table 10 reports on the Tau-U scores for
the AAQ-II.
James demonstrated a reliable improvement on the AAQ-II at the end of the 
Acceptance phase in comparison to Baseline. Visually figure 5 demonstrates 
that James shows some improvements on the AAQ-II throughout the 
intervention but particularly during the Acceptance phase. This is 
statistically supported by James’ scores during the Intervention phase being 
significantly lower than his scores during the Baseline phase and that his 
scores during the Acceptance phase were significantly lower than his scores 
during the Values phase. Drawing this information together suggests that 
James did show a meaningful change on the AAQ-II.
Christiana demonstrated a reliable improvement on the AAQ-II at the end of 
the Acceptance phase in comparison to the end of both the Baseline and 
Values phases. Table 10 reports that her scores during the Intervention 
phase were significantly lower than her scores during the Baseline phase 
and that her scores during the Acceptance phase were significantly lower 
than her scores during the Values phase. Figure 5 shows that Christiana 
demonstrates improvements on the AAQ-II from the third session of the 
Acceptance phase, which continued throughout this phase. Drawing this 
information together suggests that Christiana did show a meaningful change 
on the AAQ-II.
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Table 11 Scores on the BAVQ-R Omnipotence Scale at the end of the 
Baseline phase, end of Values phase and end of Acceptance phase
BAVQ-R Omnipotence Scale (0-18) 
Baseline Values Acceptance
James
Christiana
Sandra
Michael
12
12
18
16
10
12
17
5*
0*+
18
13
* indicates reliable change in comparison to end of baseline 
indicates reliable change in comparison to end of values phase 
*+ indicates reliable change in comparison to end of baseline and end of 
values phase
Table 12 Tau-U scores for BAVQ-R Omnipotence Scale
Baseline phase vs. Intervention phase 
Tau-U Significance Confidence Interval 90%
James
Christiana
Sandra
Michael
-0.56
-0.42
0.17
-0.13
.003*
.02*
0.43
.59
-0.86 —0.25 
-0 .72--0 .il 
-0.18-0.51 
-0.54-0.28
Tau-U
Values phase vs. Acceptance phase
Significance Confidence Interval 90%
James
Christiana
Sandra
Michael
-0.42
- 0.68
0.22
.06
.002*
.37
-0.79 - -0.06 
-1.05--0.32
-0.19-0.63
* indicates significant difference
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Figure 6 visually represents the data for the BAVQ-R Omnipotence Scale,
table 11 reports on reliable changes on the Omnipotence Scale and table 12
reports on the Tau-U scores for the Omnipotence Scale.
James demonstrated a reliable improvement on the Omnipotence Scale at 
the end of the Acceptance phase in comparison to Baseline. Visually figure 
6 demonstrates that James shows slight improvements on the Omnipotence 
Scale during the Values phase but demonstrated more consistent 
improvements during the Acceptance phase. This is statistically supported 
with table 12 reporting that James’ scores during the Intervention phase 
were significantly lower than his scores during the Baseline phase. Drawing 
this information together suggests that James did show a meaningful change 
on the Omnipotence Scale.
Christiana demonstrated a reliable change on the Omnipotence Scale at the 
end of the Acceptance phase in comparison to the end of both the Baseline 
and Values phases. Figure 6 shows that Christiana’s scores were stable 
during the Baseline and Values phases and that they began to show an 
improvement after the second session of the Acceptance phase. This is 
statistically supported with table 12 reporting Christiana’s scores to be 
significantly lower during the Intervention in comparison to the Baseline 
and significantly lower during the Acceptance phase in comparison to the 
Values phase. Drawing this information together suggests that Christiana 
did show a meaningful change on the Omnipotence Scale.
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Table 13 Scores on the BCSS Negative-Self Scale at the end of the 
Baseline phase, end of Values phase and end of Acceptance phase
BCSS Negative-Self Scale (6-30)
Baseline Values Acceptance
James
Christiana
Sandra
Michael
10
12
29
29
9
10
22
11
6
23
18*
* indicates reliable change in comparison to end of baseline 
indicates reliable change in comparison to end of values phase 
*+ indicates reliable change in comparison to end of baseline and end of 
values phase
Table 14 Tau-U scores for BCSS Negative-Self Scale
Baseline phase vs. Intervention phase 
Tau-U Significance Confidence Interval 90%
James
Christiana
Sandra
Michael
-0.05
-0.52
0.06
-0.16
.77
.005*
.76
.53
-0.35-0.24
-0.82-0.21
-0.28-0.41
-0.56-0.25
Tau-U
Values phase vs. Acceptance phase
Significance Confidence Interval 90%
James
Christiana
Sandra
Michael
0.36
-0.64
0.09
.09
.004*
.72
0.01-0.71  
-1 - -0.27 
-0.32 - .50
* indicates significant difference
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Figure 7 visually represents the data for the BCSS Negative-Self Scale, 
table 13 reports on reliable changes on the Negative-Self Scale and table 14 
reports on the Tau-U scores for the Negative-Self Scale. None of the 
participants demonstrated a meaningful change on the BCSS Negative-Self 
Scale. Appendix 6.19 reports that Christiana demonstrated a trend towards 
a meaningful change on this scale.
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Table 15 Scores on the BCSS Positive-Self Scale at the end of the 
Baseline phase, end of Values phase and end of Acceptance phase
BCSS Positive-Self Scale (6-30)
Baseline Values Acceptance
James 17 15 15
Christiana 22 17 2 t
Sandra 7 6 6
Michael 16 23
* indicates reliable change in comparison to end of baseline
indicates reliable change in comparison to end of values phase
*+ indicates reliable change in comparison to end of baseline and end of
values phase
Table 16 Tau-U scores for Positive-Self Scale
Baseline phase vs. Intervention phase
Tau-U Significance Confidence Interval 90%
James -0.05 .79 -0.35 -  0.25
Christiana -0.04 .82 -0.35-0.26
Sandra -0.03 .90 -0.37-0.32
Michael 0.31 .21 -0.10-0.72
Values phase vs. Acceptance phase
Tau-U Significance Confidence Interval 90%
James 0.18 .41 -0.19-0.55
Christiana 0.65 .003* 0.29-1.02
Sandra 0.13 .59 -0.28 -  0.54
Michael - - -
* indicates signifieant difference
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Figure 8 visually represents the data for the BCSS Positive-Self Scale, table 
15 reports on reliable changes on the Positive-Self Scale and table 16 reports 
on the Tau-U scores for the Positive-Self Scale. None of the participants 
demonstrated a meaningful change on the BCSS Positive-Self Scale. 
Appendix 6.19 reports that Christiana demonstrated a trend towards a 
meaningful change on this scale.
3.4 Change Interview
Tables 17 and 18 report the number of changes identified by participants in 
the Change Interview and the attributions for these changes (see Appendix
6.20 for an example of a Change Interview transcript). All of the changes 
were improvements apart from one identified by Sandra in the voice-related 
category. Based upon the data in table 17, 60.71% of the changes identified 
were values-based, with 28.57% being identified in the domains of 
relationships and leisure each. 39.29% of identified changes were 
symptom-based with 14.29% being in relation to changes in voice hearing 
and 25% being in changes in general mental health.
Based upon the data in table 18, 70% of the attributions across the four 
participants were ACT-eonsistent, with 37% being categorised as ‘Aware’ 
attributions, 22.22% categorised as ‘Open’ attributions and 11.11% 
categorised as ‘Active’ attributions. Only 7.41% of attributions were CT- 
consistent with 3.70% of attributions concerning changing beliefs about the 
voices and changing beliefs about the self each. Finally, 22.22% of 
attributions about changes concerned other categories, with 18.52% relating 
to the therapeutic relationship and generic aspects of therapy.
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Table 17 Number of changes identified in the Change Interview according to 
values-based categories and symptom-based categories
Category Examples No. of changes in 
category (total no. 
of changes)
Values-based
changes
Relationships “I tend to help out with my parents quite a James 3(9)
bit now” (James) Christiana 3(13)
“I’m communicating more with my mum” Sandra 2(3)
(Christiana)
“the kids trust me more now and 
everything” (Sandra)
Michael 0(3)
Leisure “They got me out and about, you know. James 3 (9)
moving instead of sitting in the room” Christiana 5 (13)
(James) Sandra 0(3)
“I began to write poetry while I was in 
therapy” (Christiana)
Michael 0(3)
Spirituality James
Christiana
Sandra
Michael
0(9)
0(13)
0(3)
0 (3)
Self-care James
Christiana
Sandra
Michael
0(9)
0(13}
0(3)
0(3)
Other “going to the er job centre” (James) James
Christiana
Sandra
Michael
1(9)
0 (13) 
0(3) 
0(0)
Symptom- 
based changes
Voice related “now [the voices are] there every four James 0(9)
days” (Christiana) Christiana 1(13)
“It’s arguments with him, got really bad.” Sandra 1(3)
(Sandra)
“[voices] calmed down” (Michael)
Michael 2(3)
General “feeling a lot more calmer” (James) James 2(9)
mental “made me feel more confident” Christiana 4(13)
health (Christiana) Sandra 0(3)
“It makes me relax” (Michael) Michael 1(3)
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Table 18 ACT-consistent, CT-consistent 
identified in the Change Interview
and Other attributions for changes
Category Examples No. of attributions 
in category (total 
no. of attributions)
ACT-consistent
attributions
Open “Exercises we’ve done like saying the word James 2(9)
(acceptance over and over again” (James) Christiana 4(1%
and defusion) “[I] recognise that there is life while hearing Sandra 0(1)
voices” (Christiana) Michael 0 (5)
Aware “I do mindfulness exercises” (James) James 1 (9)
(present- “just acknowledging the voices” (Christiana) Christiana 5(12)
moment focus “is my mind there or is it drifting apart” Sandra 0(1)
and self-as- (Michael) Michael 4 (5)
context)
Active (values “sort of like telling someone that I’m going to James 2(9)
and committed do something” (James) Christiana 0(E%
action) “I just needed a little boot up the bum Sandra 1(1)
basically, just to set a reminder, and that’s 
what I’ve done” (Sandra)
Michael 0 (5)
CT-consistent
attributions
Changing “I discovered they’re bullies” (Michael) James 0(9)
beliefs about Christiana 0(12)
the voice/s Sandra
Michael
0(1)
1(5)
Changing “it’s completely changed my my outlook on James 0(9)
beliefs about myself’ (Christiana) Christiana 102)
the self Sandra
Michael
0(1)
0(5)
Other
attributions
Therapeutic “[talking to] someone to and not to judge” James 2(9)
relationship (James) Christiana 102)
“because um I I’ve had to talk in therapy” Sandra 0 (1)
(Christiana) Michael 0(5)
Generic “maybe getting up regularly as well, you James 1(9)
aspects of know, coming once a week” (James) Christiana 1(12)
therapy “[questionnaires helped] getting to know Sandra 0(1)
myself, jotting it down on paper” (Christiana) Michael 0(5)
External “seeing friends” (James) James 1(9)
influences Christiana
Sandra
Michael
0(12)
0(1)
0(5)
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4 Discussion
The results of this study will be summarised before the findings of the two 
participants who demonstrated meaningful changes will be explored. 
Hypotheses for why the remaining two participants did not demonstrate 
meaningful changes will then be explored with a focus on interpersonal 
difficulties. This discussion will then critically analyse the methodological 
strengths and limitations of this study before making recommendations for 
future research. Finally, the clinical implications arising from this study 
will be considered.
4.1 Summary of findings
Two of the participants demonstrated meaningful changes following the 
ACT intervention. James and Christiana demonstrated meaningful changes 
on the VAAS-9 Independence Scale and the AAQ-II. Christiana also 
demonstrated a meaningful change on the VAAS-9 Acceptance Scale. This 
is consistent with the hypothesis that ACT would lead to changes on ACT- 
specific measures of general psychological flexibility and psychological 
flexibility in relation to voice hearing. However, the hypothesis that those 
individuals who demonstrated changes in psychological flexibility would 
demonstrate changes on a measure of valued living was not supported. 
Neither James nor Christiana demonstrated changes on the VLQ-A. 
However, on the Change Interview James reported seven improvements in 
valued-domains and Christiana reported eight improvements in valued- 
domains. Neither of them reported deterioration in relation to their valued 
domains. This tentatively suggests that a 12-week ACT intervention for 
voice hearers may be associated with changes in psychological flexibility 
and improvements in valued living, although not as measured by the VLQ- 
A.
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It was not hypothesised that participants who demonstrated changes on 
ACT-specific measures would demonstrate changes on measures of 
symptoms. However, both James and Christiana demonstrated meaningful 
changes on the CORE-10 (the former only in comparison to the end of the 
Values phase), which is a measure of psychological distress. It would be 
expected that as clients stopped struggling with their experiences, and 
instead adopted a more accepting to these, they would show improvements 
in distress. This is consistent with findings from Gaudiano and Herbert’s 
(2006a) and White et a/.’s (2011) RCTs, which reported reductions in 
distress in relation to hallucinations. Christiana also demonstrated a 
meaningful change on the HPSVQ, a measure of voice hearing. This was 
not hypothesised from the literature with previous RCTs not reporting 
changes in voice symptomatology.
Finally, it was hypothesised that it was unclear from the literature whether 
participants would demonstrate changes on CT-specific measures. Both 
James and Christiana demonstrated meaningful changes on the BAVQ-R 
Omnipotence Scale. Only Christiana demonstrated a trend towards a 
meaningful change on both the BCSS Negative-Self Scale and Positive-Self 
Scale. This suggests that a 12-week ACT intervention may result in 
cognitive change in relation to beliefs about voice omnipotence but not in 
relation to beliefs about the self.
Two of the participants did not show meaningful changes on the outcome 
and process measures following the ACT intervention. Sandra did not show 
changes on any of the measures whilst Michael demonstrated a reliable 
change on the CORE-10 according to the RCI and a trend towards a 
meaningful change on the VAAS-9 Acceptance Scale. Due to the 
discrepancies between the two sets of participants this discussion will firstly 
consider those who did demonstrate meaningful changes before discussing 
participants who did not.
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4.2 Responders
Changes on ACT-consistent measures will be explored and attention paid to 
the differences between changes in acceptance of and independence from 
voices. Changes on CT-consistent measures will then be explored. Finally, 
when changes occurred during the intervention will be discussed.
4.2.1 ACT-measures
Both Christiana and James demonstrated meaningful changes on the VAAS- 
9 Independence Scale and the AAQ-II. Christiana also demonstrated a 
meaningful change on the VAAS-9 Acceptance Scale. This provides 
tentative support for a 12-week ACT intervention for voice-hearing leading 
to changes in ACT-mediators. This provides further support to Gaudiano 
and Herbert’s (2006a, b) findings that ACT may result in participants taking 
a more ‘defused’ stance to their experiences. This study extends their 
findings from only assessing believability, which as discussed could also be 
a measurement of CT-mediation (Farhall et a l, in press), to including 
specific measures of psychological flexibility.
It is interesting that participants demonstrated a meaningful change on a 
measure of broad psychological flexibility as well as psychological 
flexibility in relation to voices. This is to be expected as psychotic disorders 
are often co-morbid with other mental health problems, including anxiety, 
depression and substance abuse (Hwang & Bermanzohn, 2001). This raises 
the question of the extent to which interventions need to focus on the voice- 
hearing experience itself and the extent to which they should focus on 
broader aspects of psychological health. An important avenue for future 
research would be to investigate the relative contributions that changes in 
general psychological flexibility and changes in psychological flexibility in 
relation to voice-hearing have to changes in distress and valued living.
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However, as outcome measures were not completed throughout the 
intervention, as recommended by Kazdin (2007), it is not possible to 
ascertain the relationship between changes in these mediators and changes 
in distress and valued living. Consequently, it may be that changes on 
ACT-mediators occurred after, rather than before, changes in symptoms. 
This seems particularly relevant when considering Christiana as she 
demonstrated a reliable change on the HPSVQ. Therefore, this study cannot 
provide evidence for the mediating effect of psychological flexibility in 
ACT for people who are distressed by hearing voices.
Furthermore, on the VAAS-9 Christiana demonstrated a decrease of 
psychological flexibility during baseline, which then either continued during 
the Values phase or remained stable, before demonstrating an increase in the 
Acceptance phase. This therefore raises questions about the stability of this 
measure. However, the qualitative report of Christiana’s therapy in 
Appendix 6.8.2 suggests that at the start of the Baseline phase Christiana’s 
‘acceptance’ of her experiences reflected resignation to these experiences, 
which she became aware of whilst completing the measures during Baseline 
and the exploration of her values. The increase in acceptance during the 
Acceptance phase may have reflected a more active form of acceptance, as 
defined in the ACT model.
4.2.1.1 Independence and Acceptance
It is interesting that there appeared to be greater changes on the 
Independence Scale in comparison to the Acceptance Scale. In addition to 
James not showing a meaningful change on the Acceptance Scale, visually 
both James and Christiana’s data showed starker changes on the 
Independence Scale. This finding is consistent with a recent case-series by 
Morris et al. (2011). In this study four of eight participants were classed as
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responders to treatment, three of which demonstrated reliable changes on 
the Action Scale of the original VA AS (which corresponds to the 
Independence Scale on the VAAS-9), with only one demonstrating a 
reliable change on the Acceptance Scale.
From the ACT literature there appear to be two aspects to an acceptance 
stance (e.g. Bach et a l, 2006; Hayes et al., 1999; Hofmann et al., 2011). 
The first is an active embrace of painful experiences because attempts to 
control or avoid these paradoxically increases pain. This seems in line with 
the Acceptance Scale. The second is an active embrace of these experiences 
for the purpose of engaging in valued actions. This seems in line with the 
Independence Scale. These findings suggest that ACT may result in 
changes in clients taking steps towards valued activity in the presence of 
distressing voices but that it is less able to facilitate clients actively 
embracing these experiences. It may be that ACT does not lead to an active 
embrace of unwanted experiences in clients who hear voices, or it may be 
that a longer intervention is required. Indeed, one hypothesis may be that 
continued steps in valued directions even whilst hearing voices, as measured 
by the Independence Scale, will over time lead to changes in people actively 
embracing experiences, as measured by the Acceptance Scale. This trend in 
favour of the Independence Scale is only tentative but it is one that warrants 
further exploration.
4.2.2 CT-measures
4.2.2.1 Omnipotence Scale
ACT aims to change peoples’ relationships with their voices rather than 
changing beliefs about voices. However, both James and Christiana 
demonstrated a meaningful improvement on the BAVQ-R Omnipotence 
Scale. This provides a tentative suggestion that a 12-week ACT
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intervention for voice-hearing may result in changes in the content of beliefs 
about voices. Traditional CT and contextual CBT theorists have 
hypothesized that it is likely that mindfulness-based approaches will result 
in changes in meta-cognitive awareness (Dozois & Beck, 2011; Fresco et 
a l, 2011 ; Wilson et al., 2011). Becoming more aware of the experience of 
hearing voices, and subsequently increasing acceptance of this experience, 
is likely to result in changes in meta-cognitive insight (Chadwick, 2006). 
Such insight may involve learning that one can have a meaningful life whilst 
hearing voices as well as impacting upon beliefs that one has about the 
voices, for example, about the power of voices.
However, the process through which this development of meta-cognitive 
awareness occurs in ACT, and in CT, is unclear. It may be that changes in 
perceived omnipotence resulted from changes in independence from voices
i.e. changes in the relationship to voices. It has been suggested that as 
clients learn to deal more effectively with symptoms they may experience a 
sense of control over previously uncontrollable symptoms (Perez-Alvarez et 
a l, 2008). Thus an increase in acceptance might result in an increase in 
perceived personal power in comparison to voices and therefore alter 
cognitive beliefs about these experiences (Berry & Hayward, 2011).
The current study can only provide tentative speculations about this 
relationship. Analysing the graphically plotted graphs it appeared that 
James demonstrated improvements on the Independence Scale between 
sessions three and five and on the Omnipotence Scale between sessions five 
and seven. Christiana began to demonstrate improvements on both the 
Independence and Omnipotence Scales from session five. It could be 
speculated that changes in Independence slightly preceded changes in 
Omnipotence, but this speculation requires further investigation. An 
alternative hypothesis is that changes in Omnipotence resulted in changes in 
Independence. Furthermore, it may be that the two mediators varied 
together whereby changes in one lead to changes in the other. It would be
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important for future researeh to investigate the extent to which changes on 
the VAAS-9 co-vary with changes in Omnipotenee as well as the relative 
contributions that changes on the eaeh makes to distress and valued living.
4.2.2.2 BCSS Self-Scales
Negative self-beliefs are associated with increased levels of distress and 
depression amongst voice hearers whilst positive beliefs about the self are 
associated with lower levels (Barrowclough et a l, 2003; Close & Garety, 
1998; Fowler, 2000; Smith et a l, 2006). Only Christiana demonstrated 
changes on the BCSS Self-Scales and according to the conservative eriteria 
adopted in this study these were only trends towards ehanges. This study 
therefore provides speculation that a 12-week ACT intervention is not 
suffieient for changes in beliefs about the self. This is in keeping with the 
ACT model, which does not aim to alter the content of beliefs (Hayes g/" ah, 
1999). It is interesting that levels of psychological distress, as measured by 
the CORE-10 and content analysis of the Change Interviews, improved 
during this study. It could be speeulated that this refleets individuals 
adopting a more psychologieally flexible stanee towards these beliefs, 
although it is not possible to verify this speculation on the basis of this 
study. Nevertheless, this finding tentatively suggests that ehanging core 
beliefs about the self may not be neeessary for ACT to be an effeetive 
intervention for redueing distress amongst voice hearers.
There is currently little evidence to suggest that self-beliefs, as measured by 
the BCSS, are amenable to change through psyehological interventions. 
RCTs employing the BCSS have similarly found no signifieant ehange 
following CBT for psychosis and CBT for anti-social behaviour (Davidson 
et a l, 2009; Garety et a l, 2008) although Chung et a l  (2012) did report 
significant improvements on Negative-Self following a 12-week group 
CBTp. Even in the treatment of depression where CT is most established
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the cognitive mediation model of changing cognitions has not been 
established (Kazdin, 2007). More researeh is needed into whether core 
beliefs about the self are stable traits in people with psyehosis, which are not 
highly amenable to change, and whether sueh change is necessary for the 
reduction of distress.
4.2.3 Comparisons between the Values and Acceptance 
phases
This study found that where changes occurred, these may have oeeurred 
during the Aeeeptance phase. Tau-U analysis consistently found significant 
improvements on a range of measures during the Acceptance phase in 
comparison to the Values phase, which was supported by visual analysis of 
the data. This is further supported by the content of the Change Interview 
with 59.22% of attributions being categorised as ‘Open’ or ‘Aware’ whilst 
only 11.11% categorised as ‘Active’. This may provide a tentative 
hypothesis that the active ingredients in ACT interventions are the strategies 
foeused on developing ‘openness’ and ‘awareness’, which needs further 
investigation.
Yet in practice the delineation between the Values phase and Aeeeptance 
phase was less elearly defined. In routinely delivered ACT interventions 
therapists move aeross the six proeesses fluidly (Harris, 2009). These two 
phases were delineated for the purpose of this study but this in itself was 
diffieult due to the overlap between the proeesses. Thus the Aeeeptance 
phase included committed action whereby participants engaged in valued 
aetivities based upon values. Aeeeptanee-based strategies were 
continuously related to valued living, as is consistent with the ACT model 
(Hayes era/., 1999).
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Furthermore, this trend may only reflect the faet that the Values phase 
preceded the Aeeeptance phase in the course of treatment. In an effective 
intervention it is likely that scores at the end will be improved in 
comparison to scores at the beginning. Furthermore, across clinical 
disorders there is evidenee for sudden gains in CT whereby partieipants 
show dramatie changes between sessions, on average around session five 
(e.g. Hardy c/ al., 2005; Stiles et a/., 2003; Tang & DeRubeis, 1999). This 
is eonsistent with both James’s and Christiana’s data where improvements 
appeared to occur around session five. Consequently, it may be that it was 
only an artefact of this that changes occurred during the Aeeeptance phase. 
Whilst this study highlights an interesting proeess whereby changes tended 
to oecur during the Aceeptanee phase this requires much more investigation. 
A valuable study would be a similar case-series whereby the Aeeeptance 
phase preceded the Values phase.
4.2.4 Summary
This study reported that James and Christiana demonstrated meaningful 
changes in general psychological flexibility and psyehological flexibility in 
relation to hearing voices. However, as outcome measures were not 
completed throughout the intervention it is not possible to conclude that 
these changes mediated changes in valued-living and/or distress rather than 
vice versa. It was speeulated that independence from voices was more 
amenable to change from the 12-week ACT intervention than an active 
embrace of voices. Meaningful changes were also observed on the BAVQ- 
R Omnipotence Scale and it was hypothesised that changing beliefs about 
voices may co-vary with changing the relationship to voiees through the 
development of meta-cognitive insight. Meaningful changes were not 
reported for negative or positive self-beliefs and previous literature suggests 
that these beliefs may not be amenable to change. This raises important 
questions for interventions targeting sueh beliefs with people who are 
distressed by hearing voices. Finally, there is tentative speculation that
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changes may have oeeurred during the Aeeeptance phase, whieh requires 
further investigation.
4.3 Non-responders
The results indicated that Sandra gained little from the intervention. Whilst 
Michael demonstrated a reliable ehange on the CORE-10, considering his 
results as a whole indicates that he also gained little from the intervention, 
as measured in this study. It is important to consider non-responders as well 
as responders as this provides us with opportunities to hypothesise about 
potential subject-by-treatment interactions (Horner et a l, 2005) and to 
explore the barriers that prevent participants from benefiting from 
psychological interventions (Thomas et a l, 2011). One potential moderator 
for why Sandra and Michael did not respond to the current intervention 
appeared to be interpersonal diffieulties, with both participants presenting 
with styles of relating that threatened the therapeutie relationship and their 
engagement in the therapy (see Appendix 6.8 for more information).
4.3.1 Michael
Michael displayed a paranoid personality style with high levels of mistrust. 
Manuals detailing CBTp (e.g. Fowler et a l, 1995) highlight the importanee 
of engagement as an initial phase in treatment. This is essential with clients 
high in paranoia and suspiciousness and presenting with paranoid 
personality disorder (Turkat & Banks, 1987). For clients that present with 
eommand hallucinations and rigid delusional systems 20-50 sessions are 
reeommended (Turkington & McKenna, 2003). Michael only attended 10 
sessions and these were focused on developing engagement and maintaining 
the therapeutic relationship. As a result little attention was on Miehael’s 
relationship with his voiees. It is therefore unsurprising that he showed few 
changes on measures exploring voice hearing. Yet the fact that he showed a
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reliable change on a measure of psyehological distress indicates that there 
may have been something therapeutic about the engagement process, which 
is not to be dismissed.
4.3.2 Sandra
Since completing the intervention Sandra received a diagnosis of Borderline 
Personality Disorder (BPD), which was in keeping with her presentation 
during the therapy. Recent research reported that 21-54% of people with 
BPD hear voiees (Laroi et al, 2012). No differences have been found in the 
phenomenology of voiees or beliefs about voices in psyehosis and BPD. 
However, people with BPD have a significantly greater emotional resistance 
to voices (Hepworth e/ a l, 2011) and report greater distress and more 
negative content (Kingdon et a/., 2010). They also report greater incidences 
of childhood trauma and this trauma history may be reflected in the content 
of their voiees (Kingdon et a l, 2010). Consequently, therapeutie 
interventions may need to pay greater attention to these experiences, as well 
as difficulties in emotion-regulation, to be effective (Hepworth et a l, 2011). 
There is little evidence for the efficacy of ACT for BPD although there is 
preliminary support for the efficacy of a group intervention combining ACT 
and Dialectical Behaviour Therapy (DBT) (Gratz & Gunderson, 2006).
4.3.3 Summary
Two participants, with significant interpersonal difficulties, did not respond 
to the ACT intervention. One hypothesis is that ACT is not an effective 
intervention for people who are distressed with hearing voiees who also 
present with signifieant interpersonal difficulties. An alternative 
explanation is that a longer intervention is required. This is supported by 
the cognitive literature with better results found in longer therapies (Sarin et 
a l, 2011), the NICE (2009a) guidelines for Schizophrenia recommending
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that CBTp involves at least sixteen sessions, and the NICE (2009b) 
guidelines for BPD reeommending that psychological interventions are at 
least three-months long. Therefore, one hypothesis is that the current 12- 
week intervention was too short to be effective where interpersonal 
difficulties are a significant feature of a client’s presentation.
4.4 Critical Review
The strengths and limitations of the design of this case-series will be 
explored. This will consider the overall quality of the study, the 
experimental control, the intervention delivered, the measures employed and 
finally the analysis of the change interview.
4.4.1 Design
Homer et al. (2005) have outlined seven quality indicators within single­
case researeh. This study either partially or fully met six of the seven 
indicators, lending support for both the design and the results (see Appendix
6.21 for table detailing these indicators and how they have been met). One 
area of weakness was the lack of experimental control. In case-series 
investigating psychotherapy best practice is to adopt a multiple baseline 
design (Barnett et al., 2012; Homer et a l, 2005; Tate et a l, 2008). Effects 
of the intervention are then supported if changes only follow the 
introduction of the intervention phase. This is a weakness in this study as 
the baseline was four weeks for all participants.
Furthermore, it is important to emphasise that this study was only with four 
partieipants and so any findings are tentative and requiring further 
investigation. Participants completed a large number of measures across a 
variety of time points and a range of comparisons were made. This 
therefore increases the likelihood of Type I errors being reported, where a
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finding was identified that was not truly there. Nevertheless, in response to 
these limitations the analysis adopted a conservative approach whereby a 
meaningful change was only concluded if a participant met the criteria of a 
reliable change according to Jacobson and Truax (1991), a signifieant 
improvement between phases on Tau-U, and supported by visual analysis. 
This stringent criteria lends support to the meaningful ehanges identified in 
the analysis and limits the likelihood of Type I errors.
In response to these limitations inherent in ease-series Horner et a/.’s (2005) 
quality indicators highlight that findings need to be replicated across 
different therapists, researchers and settings for ease-series findings to be 
evidence-based. It is particularly important that findings are replicated 
across different researchers as it is possible that the researcher in this study 
had an implicit bias towards ACT, which may have resulted in an over­
estimation of findings. Researchers’ allegiance to the interventions 
investigated has been found to be predictive of outcome and accounts for 
69% of variance when compared to other interventions (Luborsky et a l, 
1999). Therapists’ allegiance to a model, as occurred in this study in favour 
of ACT, may also boost performance and increase the likelihood of positive 
outcomes (Paley & Shapiro, 2002). Therefore, an implicit bias towards 
ACT may have occurred enhancing the likelihood that positive results 
would be identified and focused on, whieh needs to be kept in mind when 
considering the results of this study. Consequently, it is only when a range 
of evidence, from different researchers and using different methods, 
converges on the same findings that we can begin to make firm conclusions 
(Kazdin, 2007; Paley & Shapiro, 2002). Nevertheless, this does not mean 
that findings in this study should be dismissed but that they should be 
treated with caution and further investigated.
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4.4.2 Intervention
The treatment protocol in this study detailed the course of therapy based 
upon the ACT model but did not provide speeifie session-by-session plans. 
This reflects a strength of the therapy as it allowed individualised and 
formulation-based interventions. However, this meant that each participant 
did not receive an identical intervention, limiting the comparisons that can 
be made between partieipants. It also limits our ability to hypothesise which 
elements of the ACT intervention were related to the changes observed 
beyond the broad delineation between the Values and Acceptance phases. 
Finally, this also limits the ability for this intervention to be replicated by 
other researchers. Nevertheless, research such as this inevitably involves 
balancing internal validity and ecological validity and a strength of this 
study is that it closely replicates routine clinical practice.
4.4.3 Measures
4.4.3.1 Validity
A strength of the measures employed is that they were all validated 
measures of constructs relevant to the theoretical hypotheses developed 
from the literature review. However, many of the measures, particularly the 
ACT-specific measures, were very new and so any validation is preliminary. 
The VAAS-9 in particular demonstrated a lack of stability during the 
Baseline phase. This raises questions about the ability of these measures to 
accurately measure the theoretical constructs defined.
Limited validation of the measures used also limits accuracy of the RCIs 
calculated. Measures with lower internal consistency would produce higher 
RCIs that would have made it less likely to identify a reliable ehange, even
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if one did occur. Similarly, measures with high internal consistency would 
produce lower RCIs, which may have increased the likelihood of identifying 
a reliable ehange that actually occurred by chance. For instance, the RCIs 
on the VAAS-9 Acceptance and Independence Scales were only 3.94 and 
2.60 respectively due to the high internal consistency and small number of 
items. This therefore increases the likelihood of a Type 1 (false positive) 
error. Furthermore, the RCIs were calculated using Cronbach’s a rather 
than test-retest reliability. This may have produced less accurate RCIs as 
they did not account for the variability in responding across time. As 
discussed, some of the measures did not appear to result in consistent 
responding, even during baseline. Therefore, caution needs to be applied to 
any conclusions about reliable change, one of the three eriteria for 
meaningful change in this study, based upon these calculations.
4.4.3.2 Overlap between constructs
Even with well-validated measures there are difficulties inherent with 
measuring underlying psychological constructs using self-report measures. 
A key hypothesised proeess in ACT is defusion, which is a process of 
creating distance from literal language and verbal rules. However, to 
capture this via self-report involves verbally expressing this stanee 
suggesting that such measures are capturing meta-eognitive insight. Indeed, 
Shawyer et al. (2007) state that their Acceptance subscale measures meta- 
eognitive beliefs. It is acknowledged that there may be an overlap between 
ACT processes, such as defusion and present-moment-foeus, and meta­
cognition (Chadwick, 2006; Hayes et a l, 2006). Thus, whilst this study 
provides indication that ACT may result in meta-cognitive insight, caution 
needs to be applied when distinguishing this from CT-consistent mediation 
of belief ehange. Nevertheless, it may provide initial evidenee that ACT 
may result in changes in meta-cognitive insight without verbal challenging.
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Future studies investigating processes of change in ACT would benefit from 
additions to self-report measures. Such additions may include behavioural 
and observer measures of hypothesized proeesses as well complementary 
questionnaires for informants, such as family, friends and/or carers. 
Innovative approaches to measuring mediators are also being developed. 
For example, Morris et a l (2011) have developed an implicit computer- 
based measure that assesses aeeeptance and non-acceptance in the context of 
voices by measuring the speed of response to target words. Ideally 
different measurements of the same construct should be combined to 
identify overlap and discrepancies, adding support to any claims of 
mediation.
4.4.3.3 Measuring valued living
None of the partieipants demonstrated a reliable change on the VLQ-A, 
which may be because ACT does not result in ehanges in valued living or 
the ACT intervention delivered was not sufficient to cause such changes. 
Yet previous researeh has found strong evidence of a positive relationship 
between ACT and measures of quality of life and valued living (Hayes et 
a l, 2006; Hayes et a l, 2011; Ruiz, 2010; Viega-Martinez et a l, 2008). 
Furthermore, 60.71% of ehanges identified in the Change Interviews were in 
valued domains. This therefore raises the possibility that the VLQ-A was 
not sufficient in capturing these changes. Whilst it is not clear why this was, 
one hypothesis is that the wording of the questionnaire impaired 
participants’ ability to accurately complete it. For example, it appeared that 
participants’ were confused by what it meant to live consistently within their 
valued domains, which may have resulted in somewhat arbitrary responses. 
A lack of consistent responding may also impact upon the ability to identify 
a reliable ehange on the VLQ-A, as measured by the RCI. Developing a 
valid and reliable measure of valued living would be an invaluable addition 
to psychotherapeutic research in general as well as ACT researeh in 
particular. Two promising measures are the Choice of Outcome in CBT for
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psychoses (Greenwood et a l, 2010; CHOICE) and the Valuing 
Questionnaire (Davies e/a/., 2011; VQ).
4.4.3.4 Measuring people’s relationship to voices
The VAAS-9 is a promising measure for understanding people’s 
relationships with their voices. This study provides initial speculation that 
the Independence Scale on the VAAS-9 might be more amenable to ehange 
in an ACT intervention than the Aeeeptance Scale. One hypothesis is that 
this may be due to difficulties in measuring aeeeptance of voices. In ACT 
the word ‘acceptance’ refers to a stance of being willing to experience 
discomfort but not liking or wanting it. Yet participants unfamiliar with the 
ACT model may interpret ‘acceptance’ as resignation and giving into the 
experience. Thus questions employing the word ‘acceptance’ may not be 
identifying the ACT theoretical construct. A qualitative exploration with 
service users, carers, and mental health professionals could help refine this 
measurement. This could explore what it means to be willing to hear 
voiees whilst living a valued life, what this would look like, and how this 
could be captured via self-report.
4.4.3.5 Potential Bias
Finally, the measures were completed in the presence of the therapist who 
was also the primary researcher, whieh may have biased the results. 
However, a strength of this study was that the Change Interview was 
conducted by an independent researcher. That information from the Change 
Interview was consistent with findings from the quantitative measures lends 
support to their validity.
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4.4.4 Analysis of the Change Interview
Content analysis of the Change Interview enabled ehanges and attributions 
reported by participants to be identified. However, the ACT-eonsistent 
attributions were developed according to the tripartite model (Hayes et al., 
2011) due to overlap between the six processes in the ACT hexaflex. Yet 
there may also be overlap between the categories of ‘Open’ and ‘Aware’, 
particularly when clients’ attributions concerned mindfulness exercises. 
Mindfulness was categorised as an ‘Aware’ attribution encompassing 
present-moment focus and self-as-context. However, a key aspect of 
mindfulness is as an open, curious, and accepting stance (Bishop et al, 
2004), which is consistent with the ‘Open’ category. Consequently, the 
current content analysis was not able to fully distinguish between these 
constructs, which may have resulted in an over-estimation of ‘Aware’ 
attributions. Lloyd (2012) recently proposed that there may be two factors 
underlying the ACT hexaflex -  acceptance and mindfulness proeesses and 
values and action processes, with the former preceding and influencing the 
development of the latter. It may have been that coding attributions using 
this model would have been more appropriate.
Furthermore, this content analysis only reported the number of changes 
reported and the number of attributions in each category. This did not allow 
consideration to be given to the relative importanee and weight partieipants 
gave these changes and attributions. Therefore, whilst 70% of attributions 
were ACT-consistent and only 7.41% were CT-consistent, it may be that the 
CT-consistent changes were deemed more important by participants.
Finally, it is important to acknowledge that the content analysis was 
conducted by the author of this study who has an interest in ACT and also 
delivered the ACT intervention to the partieipants. This therefore raises the 
potential opportunity for bias and for ambiguous comments to be
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categorised as ACT-attributions. However, there was inter-rater reliability 
of 92.73% indicating that this did not occur.
4.4.5 Summary
There are a range of strengths to this study, including the use of a four-week 
baseline, validated measures, a defined ACT protocol with sessions checked 
for adherence, and the use of the Change Interview conducted by an 
independent researcher. Nevertheless, there are some limitations to the 
study, particularly in terms of measuring and distinguishing the 
hypothesised mediators. Future researeh would benefit from development 
and refinement of measures relevant to eontextual-CBT constructs. To 
build upon the findings reported here a recommendation is made concerning 
a further case-series to investigate the proeesses of change within ACT and 
CT.
4.5 Future Research Directions
It would be beneficial to conduct a case-series where participants are 
randomly assigned to either an ACT or CT intervention for voice-hearing. 
A minimum of three partieipants in each intervention would be ideal 
(Horner et a l, 2005). This study could follow the same design as detailed 
here but correcting for its limitations. In particular, it would be important to 
include a multiple-baseline so as to improve internal validity. It would also 
benefit from measures being completed at a minimum of a one-year follow- 
up.
The same ACT and CT process measures employed here could be 
replicated. This would enable a comparison of the hypothesized mediators 
in both ACT and CT for psychosis. For example it could be hypothesised 
that CT would result in changes on the VAAS-9 and AAQ-II in the same
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way that ACT resulted in changes on the Omnipotence Scale. This design 
could also help explore who demonstrates changes on each intervention, at 
which point during the intervention, and whether there were marked 
differences between the two. Ideally, outcome measures would be
employed more frequently during the intervention. In particular, regularly 
measuring symptoms will be important to establish whether changes in 
mediators precede changes in symptoms.
However, this suggestion is not to say the case-series is the only design to 
investigate these questions. The RCT is still the gold-standard of
psychological research. However, such case-series can help develop the 
protocols for the interventions, particularly ACT, and can enable a 
refinement of the measurements included. Such larger studies would then 
be able to employ statistical analysis, such as linear regression models 
(Kraemer et a l, 2002), to be able to ascertain the relative contributions of 
the hypothesized mediators to ehanges in symptoms, distress and valued 
living in both ACT and CT for psyehosis.
4.6 Clinical Implications
This study has clear clinical implications for both ACT and CT. It 
tentatively supports evidenee that ACT may be an effective intervention for 
people who are distressed by hearing voices and that it may lead to a 
reduction in general psyehological distress and an increase in valued living. 
The finding that meaningful changes may have occurred during the 
Acceptance phase highlights the importance of these processes. It may be 
that an exploration of clients’ values on its own is not be sufficient to lead to 
meaningful change. However, this is only a tentative hypothesis, which 
needs further exploration. This study also provides further evidence that 
directly challenging beliefs, particularly in terms of beliefs about the self, 
may not be needed for psychological interventions to be effective. This is
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an important hypothesis when directly challenging beliefs in psyehosis may 
be time-consuming and met with considerable resistance.
Nevertheless, that ACT led to changes in beliefs about the omnipotence of 
voiees in two participants lends support for proposals that beliefs about 
voices and the relationship one has to voices are interdependent and may 
change with each other through the development of meta-eognitive insight 
(Chadwick, 2006). This raises interesting questions for the extent to whieh 
ACT and CT proeesses can optimally be combined to enhance the 
effectiveness of interventions for psyehosis. Such models are already being 
developed. For example, Person-Based Cognitive Therapy (Chadwick, 
2006; PBCT) includes mindfulness strategies to increase awareness and 
aceeptanee of psychotic experiences alongside CT strategies to challenge 
beliefs clients hold about voices. It may be that acceptance-based strategies 
can increase flexibility around beliefs about the voice-hearing experience, 
which will then be more amenable to direct change strategies.
In addition, findings from this study suggest that individuals with significant 
interpersonal difficulties may not benefit from a 12-week ACT intervention. 
It will be important to consider such difficulties when assessing for 
psychological interventions to ensure that clients experiencing interpersonal 
difficulties are not offered brief therapy, which may be detrimental for their 
psyehological well-being.
4.7 Conclusions
This study builds upon four RCTs that have found support for the efficacy 
of ACT with psychosis. Four participants who were distressed by hearing 
voices took part in a 12-week ACT intervention. Two participants did not 
respond to treatment and it was hypothesised that interpersonal difficulties 
may be potential moderators of the effect of ACT with this client group.
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Two participants responded to ACT, demonstrating meaningful 
improvements in levels of psychological distress and improvements in 
valued living, as measured by a qualitative interview. Both participants 
demonstrated meaningful improvements in general psychological flexibility 
as well as improvements in psychological flexibility in relation to hearing 
voices and being independent from these experiences. This is in keeping 
with ACT hypothesized processes of ehange, whieh purport that it is the 
historical and situational context within whieh psychotic experiences occur 
that result in distress and diminished life circumstances. These participants 
also demonstrated a meaningful improvement on a measure of voice 
omnipotenee. This provides a tentative suggestion that ACT may alter the 
content of beliefs about voices through the development of meta-eognitive 
awareness. That ACT may result in changes in CT-mediators as well as 
ACT-mediators provides support for shared as well as distinct proeesses of 
change. Further understanding these proeesses will be essential if we are to 
understand the extent to which strategies can be optimally combined and 
which strategies are most efficient, and for whom, in redueing symptoms of 
distress and enhancing valued living (Dozois & Beck, 2011).
5 References
American Psychiatric Association. (1994). Diagnostic and statistical 
manual o f mental disorders, 4^  ^ Ed -  Text Revision. Washington DC: 
Author.
Anderson, N. (2001). Design and analysis: A new approach. Mahwah, NJ: 
Erlbaum.
APA Presidential Task Force on Evidence-Based Practice. (2006). 
Evidence-based practice in psychology. American Psychologist, 61, 271-
239
Research Dossier
Major Research Project
285.
Arch, J.J. & Craske, M.G. (2008). Acceptance and commitment therapy and 
cognitive behavioural therapy for anxiety disorders: Different treatments, 
similar mechanisms? Clinical Psychology: Science and Practice, 15, 263- 
279.
Bach, P. (2004). ACT with the seriously mentally ill. In S.C. Hayes & 
K.D. Strosahl (Eds.) A practical guide to Acceptance and Commitment 
Therapy, (pp. 185-208). Ney York: Springer.
Bach, P. A., Gaudiano, B., Pankey, J., Herbert, J. D., & Hayes, S. C. 
(2006). Acceptance, mindfulness, values, and psyehosis: Applying 
aceeptanee and commitment therapy (ACT) to the chronically mentally ill. 
In R. A. Baer (Ed.), Mindfulness-based treatment approaches: Clinician’s 
guide to evidence base and applications (pp. 93-116). Amsterdam: 
Academic Press.
Bach, P. & Hayes, S.C. (2002). The use of acceptance and commitment 
therapy to prevent rehospitalisation of psychotic patients: A Randomized 
Controlled Trial. Journal o f Consulting and Clinical Psychology, 70, 1129- 
1139.
Bach, P., Hayes, S.C. & Gallop, R. (2012). Long-term effects of brief 
aceeptanee and commitment therapy for psychosis. Behavior Modification, 
36, 165-181.
Barkham, M., Gilbert, N., Connell, J., Marshall., C. & Twigg, E. (2005). 
Suitability and utility of the CORE-OM and CORE-A for assessing severity 
of presenting problems in psychological therapy services based in primary 
and secondary care settings. British Journal o f Psychiatry, 186, 239-246.
240
Research Dossier
Major Research Project
Barkham, M., Margison, F., Leach, C., Lucock, M., Mellor-Clark, J., 
Evans, C., et a l (2001). Service profiling and outcomes benchmarking 
using the CORE-OM: Towards practice-based evidence in the
psychological therapies. Journal o f Consulting and Clinical Psychology, 
69, 184-196.
Barnett, S.D., Heinemann, A.Q., Libin, A., Houts, A.C., Gassaway, J., Sen- 
Gupta, S., et a l (2012). Small A designs for rehabilitation research. Journal 
o f Rehabilitation Research and Development, 49, 175-186.
Barrowclough, C., Tarrier, N., Humphreys, L., Ward, J., Gregg, L. & 
Andrews, B., (2003). Self-esteem in schizophrenia: relationships between 
self-evaluation, family attitudes and symptomatology. Journal o f Abnormal 
Psychology, 112, 92-99.
Beck, A.T. (1970). Cognitive therapy: Nature and relation to behavior 
therapy. Behavior Therapy, 1, 184-200.
Beck, A. T., Steer R. A. & Brown, G. K. (1996). Manual for the Beck 
Depression Inventory-IL San Antonio, TX: Psychological Corporation
Berry, C. & Hayward, M. (2011). What can qualitative research tell us about 
service user perspectives of CBT for psychosis? A synthesis of current 
evidence. Behavioural and Cognitive Psychotherapy, 39, 487-494.
Birchwood, M.J. & Chadwick, P.D.J. (1997). The omnipotence of voices: 
testing the validity of a cognitive model. Psychological Medicine, 27, 1345- 
1353.
Birchwood, M., Gilbert, P., Gilbert, J., Trower, P., Meaden, A., Hay, J., et 
al (2004). Interpersonal and role-related schema influence the relationship 
with the dominant ‘voice’ in schizophrenia: A comparison of three models.
241
Research Dossier
Major Researeh Project
Psychological Medicine, 34, 1571-1580.
Bishop, M., Lau, S., Shapiro, L., Carlson, N.D., Anderson, J., Carmody- 
Segal, Z. (2004). Mindfulness: A proposed operational definition. Clinical 
Psychology: Science and Practice, \ \ ,  230-241.
Blaekledge, J.T. (2007). Disrupting verbal processes: Cognitive defusion in 
aceeptanee and commitment therapy and other mindfulness-based 
psychoÛiQïSLpiQS. Psychological Record, 57, 555-516.
Blaekledge, J.T. & Bames-Holmes, D. (2009). Core processes in 
Acceptance and Commitment Therapy. In J.T. Blaekledge, J. Ciarroehi & 
P.P. Deane (Eds.) Acceptance and Commitment Therapy: Contemporary 
theory, research and practice (pp. 41-58). Bowen Hills: Australian 
Academic Press.
Bloy, S., Oliver, J.E. & Morris, E. (2011). Using acceptance and 
commitment therapy with people with psychosis: A case study. Clinical 
Case Studies, 10, 347-359.
Bond, F.W., Hayes, S.C., Baer, R.A., Carpenter, K,M., Guenole, N., Orcutt, 
H.K. et al. (2011). Preliminary psychometric properties of the Acceptance 
and Action Questionnaire - II: A revised measure of psychological 
flexibility and experiential avoidance. Behavior Therapy, 42, 676-688.
Borekardt, J.J., Nash, M.R., Murphy, M.D., Moore, M., Shaw, D. & O’Neil, 
P. (2008). Clinical practice as natural laboratory for psychotherapy researeh: 
a guide to case-based time-series analysis. American Psychologist, 63, 77- 
95.
242
Research Dossier
Major Research Project
Braham, L.G., Trower, P. & Birchwood, M. (2004). Acting on command 
hallucinations and dangerous behavior: A critique of the major findings in 
the last decade. Clinical Psychology Review, 24, 513-528.
Chadwick, P. (2006). Person-Based Cognitive Therapy for Distressing 
Psychosis. Chichester: Wiley.
Chadwick, P. & Birchwood, M. (1994). The omnipotence of voices: A 
cognitive approach to auditory hallucinations. British Journal o f Psychiatry, 
164,190-201.
Chadwick, P., Birchwood, M. & Trower, P. (1996). Cognitive therapy for  
delusions, voices and paranoia. Chichester: John Wiley & Sons.
Chadwick, P. D. J., Hember, M., Symes, J., Jamess, E., Kuipers, E. & 
Dagnan, D. (2008). Responding mindfully to unpleasant thoughts and 
images: Reliability and validity of the Southampton mindfulness 
questionnaire (SMQ). British Journal o f Clinical Psychology, 47, 451-455
Chadwick, P., Hughes, S., Russell, D., Russell, I. & Dagnan, D. (2009). 
Mindfulness groups for distressing voices and paranoia: A replication and 
randomized feasibility trial. Behavioural and Cognitive Psychotherapy, 37, 
403-412.
Chadwick, P., Lees, S. & Birehwood, M. (2000). The revised beliefs about 
voices questionnaire (BAVQ-R). British Journal o f Psychiatry, 177, 229- 
232.
Chadwick, P., Newman-Taylor, K. & Abba, N. (2005). Mindfulness groups 
for people with psychosis. Behavioural and Cognitive Psychotherapy, 33, 
351-359.
243
Research Dossier
Major Research Projeet
Chadwick, P., Williams, C. & Mackenzie, J. (2003). Impact of case 
formulation in cognitive behaviour therapy for psychosis. Behaviour 
Research and Therapy, Al, 61 \-6%0.
Chung, Y-C., Yoon, K-S., Park, T-W., Yang, J-C. & Oh, K-Y. (2012). 
Group cognitive-behavioral therapy for early psychosis. Cognitive Therapy 
and Research, 36.
Close, H. & Garety, P. (1998). Cognitive assessment of voiees: Further 
developments in understanding the emotional impact of voices. The British 
Journal o f Clinical Psychology, 37, 173-188.
Connell, J. & Barkham, M. (2007). CORE-10 user manual, Version 1.1. 
CORE System and CORE Information Management Systems Ltd.
Davidson, K.M., Tryer, P., Tata, P., Cooke, D., Gumley, A., Ford, L., et al. 
(2009). Cognitive behaviour therapy for violent men with antisocial 
personality disorder in the eommunity: an exploratory randomized 
controlled trial. Psychological Medicine, 39, 569-577.
Davies, M. & Smout, M. (2011). Development o f the Valuing 
Questionnaire. Paper presented at the Assoeiation for Contextual 
Behavioral Science World Conferenee, Parma Italy (July 2011).
Dozois, D.J.A. & Beek, A.T. (2011). Cognitive therapy. In J.D. Herbert & 
E.M. Forman (Eds., pp. 26-56). Acceptance and mindfulness in Cognitive 
Behaviour Therapy: Understanding and applying the new therapies. New 
Jersey: John Wiley & Sons.
Elliot, R. (2002). Hermeneutic single-case efficacy design. Psychotherapy 
Research, 12, 1-21.
244
Research Dossier
Major Researeh Project
Elliot, R., Slatick, E. & Urman, M. (2001). Qualitative change process 
researeh on psychotherapy: Alternative strategies. In J. Frommer & D.L. 
Rennie (Eds.) (pp. 69-111) Qualitative psychotherapy researeh: Methods 
and methodology. Lengrich, Germany: Pabst Science Publishers.
Evans, C., Connell, J., Barkham, M., Margison, F., Mellor-Clark, J., 
McGrath, G., et al. (2002). Towards a standardised brief outeome measure: 
Psychometric properties and utility of the CORE-OM. British Journal o f  
Psychiatry, 180, 51 -60.
Fannon, D., Hayward, P., Thompson, N., Green, N., Surguladze, S. & 
Wykes, T. (2009). The self or the voice? Relative contributions of self­
esteem and voiee appraisal in persistent auditory hallueinations. 
Schizophrenia Research, 112, 174-180.
Farhall, J., Greenwood, K. M., & Jackson, H. J. (2007). Coping with 
hallucinated voices in sehizophrenia: A review of self initiated strategies 
and therapeutie interventions. Clinical Psychology Review, 27, 476-493.
Farhall, J., Shawyer, F., Thomas, N. & Morris, E. Clinical assessment. In E. 
Morris, L. Johns and J.Oliver (Eds) ACT and mindfulness for psychosis. 
Wiley.
Ford, J.D. (2005). On finding a mind that has lost itself: Implications of 
neurobiology and information processing research for cognitive behavior 
therapy with psychotic disorders. Clinical Psychology: Science and 
Practice, 12, 57-64.
Fowler, D. (2000). Cognitive behaviour therapy for psyehosis: from 
understanding to treatment. Psychiatric Rehabilitation Skills, 4, 199-215.
Fowler, D., Freeman, D., Smith, B., Kuipers, E., Bebbington, P., Bashforth,
245
Research Dossier
Major Research Projeet
H. et a l (2006). The brief core sehema seales (BCSS): Psyehometric 
properties and associations with paranoia and grandiosity in non-clinical 
and psychosis samples. Psychological Medicine, 36, 749-759.
Fowler, D., Garety, P. & Kuipers, E. (1995). Cognitive behaviour therapy 
for psychosis: Theory and practice. West Sussex: Wiley & Sons.
Fowler, D., Hodgekins, J., Painter, M., Reilly, T., Crane, C., Maemillan, I., 
et al. (2009). Cognitive behaviour therapy for improving soeial reeovery in 
psychosis: a report from the ISREP MRC trial platform study (Improving 
soeial recovery in early psyehosis). Psychological Medicine, 39, 1627-1636.
Freseo, D.M., Flynn, J.J., Mennin, D.S. & Haigh, E.A.P. (2011). 
Mindfiilness-based cognitive therapy. In J.D. Herbert & E.M. Forman (Eds., 
pp. 57-82). Acceptance and mindfulness in Cognitive Behaviour Therapy: 
Understanding and applying the new therapies. New Jersey: John Wiley & 
Sons.
Garety, P.A., Fowler, D.G., Freeman, D., Bebbington, P., Dunn, G. & 
Kuipers, E. (2008). Cognitive-behavioural therapy and family intervention 
for relapse prevention and symptom reduction in psychosis: Randomised 
controlled trial. The British Journal o f Psychiatry, 192, 412-423.
Garety, P., Kuipers, E., Fowler, D., Freeman, D. & Bebbington, P. (2001). A 
cognitive model of the positive symptoms of psychosis. Psychological 
Medicine, 31,189-195.
Gaudiano, B.A. (2005). Cognitive behavior therapies for psychotic 
disorders: Current empirical status and future directions. Clinical 
Psychology: Science and Practice, 12, 33-50.
Gaudiano, B.A. (2009). Ost’s (2008) methodological comparison of clinical
246
Research Dossier
Major Research Project
trials of acceptance and commitment therapy versus cognitive behavior 
therapy: Matching apples with oranges? Behaviour Research and Therapy, 
47,1066-1070.
Gaudiano, B.A. & Herbert, J.D. (2006a). Acute treatment of inpatients with 
psychotic symptoms using Acceptance and Commitment Therapy: Pilot 
results. Behaviour Research and Therapy, 44, 415-437.
Gaudiano, B.A. & Herbert, J.D. (2006b) Believability of hallucinations as a 
potential mediator of their frequency and associated distress in psychotic 
inpatients. Behavioural and Cognitive Psychotherapy, 497-502.
Gaudiano, B.A., Herbert, J.D. & Hayes, S.C. (2010). Is it the symptom or 
the relation to it? Investigating potential mediators of change in aeeeptance 
and commitment therapy for psychosis. Behavior Therapy, 41, 543-554.
Gilbert, P. (2009). The compassionate mind. London: Constable & 
Robinson.
Gratz, K.L. & Gunderson, J.G. (2006). Preliminary data on an aeeeptanee- 
based emotion regulation group intervention for deliberate self-harm among 
women with Borderline Personality Disorder. Behavior Therapy, 37, 25-35.
Greenwood, K.E., Sweeney, A., Williams, S., Garety, P., Kuipers, E., Scott, 
J. et al. (2010). Choice of Outcome in Cbt for psychoses (CHOICE): The 
development of a new serviee user-led outcome measure of CBT for 
Psychosis. Schizophrenia Bulletin, 36, 126-135.
Gunderson, J.G., Frank, A.F., Katz, H., Vannieelli, M.L., Frisch, J.P., 
Knapp, P.H. (1984). Effects of psychotherapy in sehizophrenia, II: 
eomparative outeomes of two forms of treatment. Schizophrenia Bulletin, 
10, 564—598.
247
Research Dossier
Major Research Project
Haddock, G., McCarron, J., Tarrier, N., & Faragher, E. B. (1999). Seales to 
measure dimensions of hallueinations and delusions: The psychotic 
symptoms rating seales (?SYKA.TS). Psychological Medicine, 29, 879-889.
Haddock, G., Tarrier, N., Morrison, A.P., Hopkins, R., Drake, R. & Lewis, 
S. (1999). A pilot study evaluating the effectiveness of individual inpatient 
cognitive-behavioural therapy in early psyehosis. Social Psychiatry and 
Psychiatric Epidemiology,'34,154-25%.
Hardy, G.E., Cahill, J., Stiles, W.B., Ispan, C., Maeaskill, N. & Barkham, 
M. (2005). Sudden gains in cognitive therapy for depression: A replication 
and extension. Journal o f Consulting and Clinical Psychology, 73, 59-67.
Harris, R. (2009). ACT made simple. CA: New Harbinger Publications.
Hayes, S.C., Barnes-Holmes, D. & Roehe, B. (2001). Relational frame 
theory: A post-skinnerian account o f human language and cognition. New 
York: Plenum.
Hayes, S.C., Luoma, J.B., Bond, F.W., Masuda, A. & Lillis, J. (2006). 
Acceptance and Commitment Therapy: Model, processes and outcomes. 
Behaviour Research and Therapy, 44, 1-25.
Hayes, S. C., Strosahl, K., & Wilson, K. (1999). Acceptance and 
commitment therapy. An experiential approach to behavior change. New 
York: Guilford.
Hayes, S.C., Villatte, M., Levin, M. & Hildebrandt, M. (2011). Open, 
aware, and active: Contextual approaches as an emerging trend in the 
behavioral and cognitive therapies. Annual Review o f Clinical Psychology, 
7, 141-168.
248
Research Dossier
Major Research Project
Hayes, S. C., Wilson, K. G., Gifford, E. V., Follette, V. M. & Strosahl, K. 
(1996). Experiential avoidance and behavioral disorders: A functional 
dimensional approach to diagnosis and treatment. Journal o f Consulting and 
Clinical Psychology, 6A^\\52-\\6%.
Hayward, M., Overton, J., Dorey, T. & Denney, J. (2009). Relating therapy 
for people who hear voices: A case series. Clinical Psychology and 
Psychotherapy, \6, 216-221.
Hepworth, C.R., Ashcroft, K. & Kingdon, D. (2011). Auditory 
hallucinations: A comparison of beliefs about voices in individuals with 
schizophrenia and borderline personality disorder. Clinical Psychology and 
Psychotherapy. Retrieved 29 June 2012 from 
onlinelibrary.wiley.com/joumal/10.1002/(ISSN)1099-0879.
Hofmann, S.G. & Asmundson, G.J.G. (2007). Acceptance and mindfulness- 
based therapy: New wave or old hat? Clinical Psychology Review, 2^, 1-16.
Hofmann, S.G., Glombiewski, J.A., Asnaani, A. & Sawyer, A.T. (2011). 
Mindfulness and acceptance: The perspective of Cognitive Therapy. In J.D. 
Herbert & E.M. Forman (Eds.). Acceptance and mindfulness in Cognitive 
Behaviour Therapy: Understanding and applying the new therapies (pp. 
267-290/ New Jersey: John Wiley & Sons.
Holt, A. (26\2), Exploring the mediating role o f CET and ACT therapy 
variables on the relationship between hearing voices and both clinical and 
personal recovery. University of Surrey , unpublished doctoral thesis.
Homer, R.H., Carr, E.G., Halle, J., McGee, G., Odom, S. & Wolery, M. 
(2005). The use of single-subject research to identify evidence-based 
practice in special education. Council for Exceptional Children, 71, 165-
249
Research Dossier
Major Research Project
179.
Hwang, M.Y. & Bermanzohn, P.C. (2001). Schizophrenia and comorbid 
conditions: Diagnosis and treatment. American Psychiatrie press.
Jacobson, N. S., Follette, W C, & Revenstorf, D. (1984). Psychotherapy 
outcome research: Methods for reporting variability and evaluating clinical 
significance. 5e/2âfvzor r/zerapy, 15, 336-352.
Jacobson, N.S. & Truax, P. (1991). Clinical significance: A statistical 
approach to defining meaningful change in psychotherapy research. Journal 
o f Consulting and Clinical Psychology, 59, \2-\9.
Jacobsen, P., Morris, E., Johns, L. & Hodkinson, K. (2011). Mindfulness 
groups for psychosis: Key issues for implementation on an inpatient unit. 
Behavioural and Cognitive Psychotherapy, 2>9, 2A9-353.
Kazdin, A.E. (2007). Mediators and mechanisms of change in 
psychotherapy research. Annual Review o f Clinical Psychology, 3,1-27.
Kazdin, A.E. (2011). Single-case research designs: Methods for clinical and 
applied settings (2nd ed.). New York: Oxford University Press.
Kim, S.H., Jung, H. Y., Hwang, S. S., Chang, J. S., Kim, Y., Ahn, Y. M., & 
Kim, Y. S. (2010). The usefulness of a self-report questionnaire measuring 
auditory hallucinations. Progress in Neuro-Psychopharmacology & 
Biological Psychiatry, 34, 968-973
Kingdon, D.G., Ashcroft, K., Bhandari, B., Gleeson, S., Warikoo, N., 
Symons, M., et al. (2010). Schizophrenia and borderline personality 
disorder: Similarities and differences in the experience of auditory 
hallucinations, paranoia and childhood trauma. The Journal o f Nervous and
250
Research Dossier
Major Research Project
Mental Disease, 198, 399-403.
Kingdon, D.G. & Turkington, D. (2005). Cognitive therapy o f 
schizophrenia. NY: The Guildford Press.
Kraemer, H.C., Wilson, T., Fairbum, C.G. & Agras, W.S. (2002). Mediators 
and moderators of treatment effects in randomized controlled trials. 
Archives o f General Psychiatry, 59, %11-^^3.
Krippendorff, K. (2004). Content analysis: An introduction to its 
methodology (2^ Ed.) Thousand Oaks: Sage.
Lacro, J. P., Dunn, L. B., Dolder, C. R., Leckband, S. G., & Jeste, D. V. 
(2002). Prevalence of and risk factors for medication nonadherence in 
patients with schizophrenia: a comprehensive review of recent literature. 
Journal o f Clinical Psychiatry, 63, 892-909.
Lambert, M.J. & Bergin, A.E. (1994). The effectiveness of psychotherapy. 
In E. Bergin & S.L. Garfield (Eds.) Handbook o f psychotherapy and 
behavior change. (4*^  ed., pp. 143-189). New York: Wiley.
Landmark, J., Merskey, H., Cemovsky, Z., & Helmes, E. (1990). The 
positive triad of schizophrenic symptoms: Its statistical properties and its 
relationship to 13 traditional diagnostic systems. British Journal o f  
Psychiatry, 156, 388-394.
Laroi, F., Sommer, I.E., Blom, J.D., Femyhough, C., Ffytche, D.H., 
Hugdahl, K., et al. (2012). The characteristics of auditory verbal 
hallucinations in clinical and nonclinical groups: State-of-the-art overview 
and future directions. Schizophrenia Bulletin. Retrieved 29 June 2012 from 
schizophreniabulletin.oxfordjoumals.org.
251
Research Dossier
Major Research Project
Lindemayer, J.P. (2000). Treating refractory schizophrenia. Psychiatry 
Quarterly, 1\, 313-3^4.
Lloyd, J. (2012). How does Acceptance and Commitment Therapy (ACT) 
work? Examining the processes underlying change. Symposia at the British 
Association of Cognitive and Behavioural Therapists 40^  ^ Annual 
Conference, Leeds, England (June, 2012).
Luoma, J.B., Hayes, S.C. & Walser, R.D. (2007). Learning ACT. An 
acceptance and commitment therapy skills-training manual for therapists. 
CA: New Harbinger Publications.
MacDonald, A. W., Ill, & Carter, C. S. (2003). Event-related fMRI study of 
context processing in the dorsolateral prefrontal cortex of patients with 
schizophrenia. Journal o f Abnormal Psychology, 112, 689-697.
Mawson, A., Cohen, K. & Berry, K. (2010). Reviewing evidence for the 
cognitive model of auditory hallucinations: The relationship between 
cognitive voice appraisals and distress during psychosis. Clinical 
Psychology Review, 30, 248-258.
Mayhew, S.L. & Gilbert, P. (2008). Compassionate mind training with 
people who hear malevolent voices: A case series. Clinical Psychology and 
Psychiatry, 113-138.
McLeod, H.J. (2009). ACT and CBT for psychosis: Comparisons and 
contrasts. In J.T. Blackledge, J. Ciarrochi & P.P. Deane (Eds) Acceptance 
and commitment therapy: Contemporary theory, research and practice (pp. 
263-279). Bowen Hills: Australian Academic Press.
Morris, E., Garety, P., & Peters, E. (2011) Acceptance & Commitment 
Therapy for distressing auditory hallucinations: a multiple baseline study.
252
Research Dossier
Major Research Project
Paper presented at the Association for Contextual Behavioral Science 
World Conference, Parma Italy (July 2011).
Morrison, A.P. (2001). The interpretation of intrusions in psychosis: An 
integrative cognitive approach to hallucinations and delusions. Behavioural 
and Cognitive Psychotherapy, 29, 257-276.
Morrison, A.P., Haddock, G., & Tarrier, N. (1995). Intrusive thoughts and 
auditory hallucinations: A cognitive approach. Behavioural and Cognitive 
Psychotherapy, 23, 265-280.
National Institute of Clinical Excellence (2009a). Schizophrenia: Core 
interventions in the treatment and management o f schizophrenia in primary 
and secondary care (update). National Clinical Practise Guideline, 82. 
London: National Institute of Clinical Excellence.
National Institute of Clinical Excellence (2009b). Borderline personality 
disorder: Treatment and management. National Clinical Practise Guideline, 
78. London: National Institute of Clinical Excellence.
Ost, L-G. (2008). Efficacy of the third wave of behavioural therapies: A 
systematic review and meta-analysis. Behaviour Research and Therapy, 46, 
296-321.
Paley, G. & Shapiro, D.A. (2002). Lessons from psychotherapy research for 
psychological interventions for people with schizophrenia. Psychology & 
Psychotherapy: Theory, Research, & Practice, 75, 5-17.
Parker, R.I., Vannest, K.J., Davis, J.L. & Sauber, S.B. (2011). Combining 
nonoverlap and trend for single-case research: Tau-U. Behavior Therapy, 
42, 284-299.
253
Research Dossier
Major Research Project
Pérez-Âlvarez, M., Garcia-Montes, J.M., Perona-Garcelân, S. & Vallina- 
Femandez, O. (2008). Changing relationship with voices: New therapeutic 
perspectives for treating hallucinations. Clinical Psychology and 
Psychotherapy, 15,75-85.
Pérez-Âlvarez, M., Garcia-Montes, J.M., Vallina-Fernandez, O., Perona- 
Garcelan, S. & Cuevas-Yust, C. (2011). New life for schizophrenia 
psychotherapy in the light of phenomenology. Clinical Psychology and 
Psychotherapy, 18, 187-201.
Powers, M.B., Zum Vorde Sive Vording, M.B. & Emmelkamp, P.M.G. 
(2009). Acceptance and commitment therapy: A meta-analytic review. 
Psychotherapy andPsychosomatics, 78, 73-80.
Pulli C.B. (2008). Current empirical status of acceptance and commitment 
therapy. Current Opinion in Psychiatry, 22, 55-60.
Ratcliff, K. (2010). Acceptance o f experience and adaptation to auditory 
hallucinations. Unpublished doctoral thesis. La Trobe University.
Rees, W.D. (1971). The hallucinations of widowhood. British Medical 
Journal, 4, 37-41.
Rogers, E.S., Anthony, W.A., Toole, J. & Brown, M.A. (1991). Vocational 
outcomes following psychosocial rehabilitation: A longitudinal study of 
three programs. Journal o f Vocational Rehabilitation, 1, 21-29.
Romme, M. A. J., & Escher, S. (1993). Accepting Voices. London: Mind.
Rosenberg, M. (1965). Society and the adolescent self-image. Princeton, 
USA: Princeton University Press.
254
Research Dossier
Major Research Project
Roth, A.D. & Parry, G. (1997). The implications of psychotherapy research 
for clinical practice and service development: Lessons and limitations. 
Journal o f Mental health, 6, 367-380.
Ruddle, A., Mason, O. & Wykes, T. (2011). A review of hearing voices 
groups: Evidence and mechanisms of change. Clinical Psychology Review, 
31,757-766.
Ruiz, F.J. (2010). A review of acceptance and commitment therapy (ACT) 
empirical evidence: Correlational, experimental psychopathology,
component and outcome studies. International Journal o f Psychology and 
Psychological Therapy, 10,125-162.
Sadock, B.J. & Sadock, V.A. (2003). Kaplan and Sadock’s synopsis o f 
psychiatry. Behavioural Sciences /  Clinical Psychiatry (9‘^  Ed.). 
Philadelphia: Lippincott, Williams and Wilkins.
Sarin, F., Wallin, L. & Widerlov, (2011). Cognitive behavior therapy for 
schizophrenia: A meta-analytical review of randomized controlled trials. 
Nordic Journal o f Psychiatry, 65, 162-174.
Segal, Z.V., Williams, J.M.G & Teasdale, J.G. (2002). Mindfulness-Based 
Cognitive Therapy: A new approach to preventing relapse. New York: 
Guildford Press.
Shawyer, F., Farhall, J., Mackinnon, A., Trauer, T., Sims, E., Ratcliff, K., et 
al. (2011). A randomised controlled trial of acceptance-based cognitive 
behavioural therapy for command hallucinations in psychotic disorders. 
Behaviour Research and Therapy. Retrieved from 
joumals.elsevier.com/behaviour-research-and-therapy/.
255
Research Dossier
Major Research Project
Shawyer, F., Ratcliff, K., Mackinnon, A., Farhall, J., Hayes, S. C.,& 
Copolov, D. (2007). The voices acceptance and action scale (VAAS): Pilot 
data. Journal o f Clinical Psychology, 63, 593-606.
Shawyer, F. Thomas, N., Morris, E. & Farhall, J. (in press). Theory of 
voices. In E. Morris, L. Johns and J.Oliver (Eds) ACT and mindfulness for  
psychosis. Wiley.
Slade, P.D. & Bentall, Sensory Deception: A Scientific
Analysis o f Hallucination. Chichester: Wiley.
Smith, B., Fowler, D.G., Freeman, D., Bebbington, P., Bashforth, H., 
Garety, P., et a/. (2006). Emotion and psychosis: Links between depression, 
self-esteem, negative schematic beliefs and delusions and hallucinations. 
Schizophrenia Research, 86, 181-188.
Stanton, A.H., Gunderson, J.G., Knapp, P.H., Frank, A.F., Vannicelli, ML., 
Schnitzer, R., et al. (1984). Effects of psychotherapy in schizophrenia: 
design and implementation of a controlled study. Schizophrenia Bulletin, 
10, 520-563.
Stemler, S. (2001). An overview of content analysis. Practical Assessment, 
Research & Evaluation, 7, 1-9.
Stiles, W.B., Leach, C., Barkham, M., Lucock, M., Iveson, S., Shapiro, 
D.A., et al. (2003). Early sudden gains in psychotherapy under routine clinic 
conditions: Practice-based evidence. Journal o f Consulting and Clinical 
Psychology, 71,14-21.
Stip, E. & Letourneau, G. (2009). Psychotic symptoms as a continuum 
between normality and pathology. The Canadian Journal o f Psychiatry, 54, 
140-151.
256
Research Dossier
Major Research Project
Strauss, C., Hayward, M. & Chadwick, P., (in press). Group person-based 
cognitive therapy for chronic depression: A pilot randomised controlled 
trial. British Journal o f Clinical Psychology.
Tai, S. & Turkington, D. (2009). The evolution of cognitive behavior 
therapy for schizophrenia: Current practice and recent developments. 
Schizophrenia Bulletin, 35, 865-873.
Tang, T.Z. & DeRubeis, R.J. (1999). Sudden gains and critical sessions in 
cognitive-behavioural therapy for depression. Journal o f Consulting and 
Clinical Psychology, 67, 894-904.
Tarrier, N., Kinney, C., McCarthy, E., Humphreys, L., Wittowski, A. & 
Morris, J. (2000). Two year follow-up of cognitive-behaviour therapy and 
supportive counseling in the treatment of persistent positive symptoms in 
chronic schizophrenia. Journal o f Consulting and Clinical Psychology, 68, 
917-922.
Tarrier, N., Wittkowski, A., Kinney, C., McCarthy, E., Morris, J. & 
Humphreys, L. (1999). The durability of the effects of cognitive behaviour 
therapy in the treatment of chronic schizophrenia: Twelve months follow- 
up. British Journal o f Psychiatry, 174, 500-504.
Tate, R.L., Mcdonald, S., Perdices, M., Togher, L., Schultz, R. & Savage, S. 
(2008). Rating the methodological quality of single-subject designs and n- 
of-1 trials: Introducing the Single-Case Experimental Design (SCED) Scale. 
Neuropsychological Rehabilitation: An International Journal, 18, 385 -  
401.
257
Research Dossier
Major Research Project
Thomas, N., Morris, E., Shawyer, F., & Farhall, J. (in press). ACT for 
voices. In E. Morris, L. Johns and J.Oliver (Eds) ACT and mindfulness for 
psychosis. Wiley.
Thomas, N., Rossell, S., Farhall, J., Shawyer, R. & Castle, D. (2011). 
Cognitive behavioural therapy for auditory hallucinations: Effectiveness and 
predictors of outcome in a specialist clinic. Behavioural and Cognitive 
Psychotherapy, 39, 129-138.
Turkat, I. D., & Banks, D. S. (1987). Paranoid personality and its disorder. 
Journal o f psychopathology and behavioral assessment, 9, 295-304.
Turkington, D. & McKenna, P.J. (2003). Is cognitive-behavioural therapy a 
worthwhile treatment for psychosis? British Journal o f Psychiatry, 182, 
477-479.
Van Lieshout, R. J., & Goldberg, J. 0 . (2007). Quantifying self-reports of 
auditory verbal hallucinations in persons with psychosis. Canadian Journal 
o f Behavioural Science, 39, 73-77.
Van Os, J., Linscott, R.J., Myin-Germeys, I., Delespaul, P. & Krabbendam, 
L. (2008). A systematic review and meta-analysis of the psychosis 
continuum: Evidence for a psychosis proneness-persistent-impairment 
model of psychotic disorder. Psychological Medicine, 39, 1-17.
Viega-Martinez, C., Perez-Alvarez, M. & Garcia-Montes, J.M. (2008). 
Acceptance and commitment therapy applied to treatment of auditory 
hallucinations. Clinical Case Studies, 1, 118-135.
Wegner, D. M., & Zanakos, S. (1994). Chronic thought suppression. 
Journal o f Personality, 62,615-640.
258
Research Dossier
Major Research Project
White, R.G., Gumley, A.I., McTaggart, J., Rattrie, L., McConville, D., 
Cleare, S. et a l (2011). A feasibility study of acceptance and commitment 
therapy for emotional dysfunction following psychosis. Behaviour 
Research and Therapy, Retrieved online from 
joumals.elsevier.com/behaviour-research-and-therapy/.
Wilson, K.G., Bordieri, M.J., Flynn, M.K., Lucas, N.N. & Slater, R.M. 
(2011). Understanding Acceptance and Commitment Therapy in context: A 
history of similarities and differences with other Cognitive Behaviour 
Therapies. In J.D. Herbert & E.M. Forman (Eds.). Acceptance and 
mindfulness in Cognitive Behaviour Therapy: Understanding and applying 
the new therapies (pp. 233-264). New Jersey: John Wiley & Sons.
Wilson, K.G. & Hayes, S.C. (1996). Resurgence of derived stimulus 
relations. Journal o f Experimental Analysis o f Behaviour, 66, 267-281.
Wilson, K.G., Sandoz, E.K., Kitchens, J. & Roberts, M.E. (2010). The 
valued living questionnaire: Defining and Measuring valued action within a 
behavioural framework. The Psychological Record, 60, 249-272.
Wykes, T., Steel, C., Everitt, B. & Tarrer, N. (2008). Cognitive behavior 
therapy for schizophrenia: Effect sizes, clinical models, and methodological 
rigor. Schizophrenia Bulletin, 34, 523-536.
259
Research Dossier
Major Research Project
6 Appendix
6.1 Approval from Clinical Psychology Panel
Minutes from Major Research Project Proposal Review Meeting
Trainees must record feedback from their MRP Review Panel on this form. They must send these 
minutes to the Research Tutor on their Review Panel no later than 2 weeks following the date of the 
Review. Once the Research Tutor has approved and signed them, a copy o f the minutes should be sent to 
the Research Director and to the trainee’s MRP supervisors.
Trainee Name: Abigail Clark
Review Date: 8/11/10
Reviewers: Laura Simonds and Arlene Vetere
University
Supervisor: Clara Strauss
Projeet Title:
Acceptance and Commitment Therapy (ACT) for people who hear voices: A case 
series
Overall Assessment: Overall, the panel thought that this was an interesting project that was in line with the 
scientist-practitioner model.
Rationale: There was a clear clinical utility of the study.
Resea reh 
Question(s):
The research questions were approved.
Design: The panel questioned whether 3 participants would be sufficient for an MRP, 
especlaliy If participants dropped out and the data was incomplete. They therefore 
thought that it would be beneficial to include Elliot’s change interview at points 
throughout the therapy instead o f only at the end. This would provide a nan ative 
perspective to the case series and give richer information even with a limited number o f  
participants. In discussion it was felt that this would be most appropriate after each 
section o f therapy.
Ethical Issues: These had been thought through adequately.
Anticipated /  
Practical Difficulties:
If I struggle to recruit participants then the inclusion criteria could be broadened, for 
example from clients distressed by hearing voices to clients distressed by psychosis. 
This would require a slight change in measures and 1 would employ the Acceptance 
and Action Questionnaire (AAQ) rather than the Voices Acceptance and Action Scale 
(VAAS). It would be helpful to include this as a Plan B when applying for ethical 
approval.
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other Comments: USE ADDITIONAL BOX BELOW,
Review Outcome: RT to tick: Proposal Given a Favourable Opinion 0 ^  
Proposal not Given a Favourable Opinion □
RT Signature: Date:
RD Signature: Date:
Minutes from Major Research Project Proposai Review Meeting 
Additional Comments for Trainee /  Supervisor
Trainee Name: Abigail Clark
Reviewers: Laura Simonds & Arlene Vetere
University Supervisor: Clara Strauss ^
Project Title:
Acceptanee and Commitment Therapy (ACT) for people who hear voices: A case 
series
Additional Comments;
The main concern about this project was the challenge o f offering ACT therapy sessions within my study time. 
The panel thought it would be helpful to talk to my clinical tutor to see whether it can be incorporated into my 
next placement or my specialist placement. In that way I would be conducting the therapy sessions within 
clinical time and the analyses and write-up o f the MRP in my study time.
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6.2 Approval from REC
National Research Ethics Service
n  AugtKt2011
NRES Committee London - Riverside
N K S  B righ ton  a n d  Hove 
L evai ■!, L a n c te î tc i f  H ou& a 
T f s f a lg a r  P lacfi 
B r g tn o n  
B N 1 4 F U
rmleanonA: 01273 B74W0 
FecsifTük.OI273S7'l7a7
Dear Miss Clark 
Study title;
REC reference;
Acceptance and Commitment Therapy (ACT) for people 
who arc distressed by hearing voices: A case series: 
11/LO/0929
Thank you for your Jettar of 14'' -July 2011, rosponding to the Committee's request lor 
fofiier information on the above resoaroh and submitting revised documentation.
Tha further information has been considered on behalf of tha Committee by It# Chair, 
Confinnation of ethicat opinion
On behalf of the Committeo, I am pleased to confirm a favourable ethical opinioo for the 
above research on the basis described In the application form, protocol and supporting 
docii me Citation as revisse!, subject to the cond liions specified below.
Ethical rewow of research sites
NHS sites
The favourable opinion applies to all NHS sites taking part In the study, subject to 
management perm ission being obtained from the NHMtSC R&D office prior to the start nf 
the-Study (s e e  "Conditions of the favaurabfo opinion’' below),
CondtSions of Ore fyyourabfe opinion
T Î s> bid opinion is sutj&ct: &> fÀéj Wfdwlnp corrdRfons 'he/ng mat prior to tim stait of 
SI $ iffy
M arm m m S o m r nn  or iirmoval musi bo obSakwd from Bach host amaofsafon pdor io 
thé sisrt of the stii J} it f/je_ 4e concernod.
1his l-!f!!C!yv,'h Erh.ca CcrnmiUAt! ji u- /v.uKcrf CcmmlCi^e k) London Strakgic Ht-a lli .Au;lW!;y 
T!xï tUdtoriaî fesftafsti Elliira tkrvico (NRES) represents die NlîLS Oiietdniala uchin 
tho NâCiona! Pnllent Snfnly Apertty a id  Researc-t r.lltiia Ciaictiil.nt!» in fcri;jlnni.l
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ManagstmnS p .^rm!ssi'on ("R&D fipprwar} should bo sought from sH NHS 
inwNùd ii'i ihe sfudy in occonJm&i wiih NHS resoarch govcrnoncc orrsngomc-nts.
Guidance en applying (or NHS permissiion for ronoamh is availeb'e in (hé Infcgrafod 
Research AppHcaljon System or al hfipV/v.v.w rdforum ohs uk.
LV?iere a NHS crgmisathn's rote ùt ffic slùdyis HivtSed (o kten(>fyà}cj and reJërrhg potential 
padidpanlR h  research siics CPhhiapssH îdenaficaiion centml, guidance should b& sought 
. fro’t! she R&O office ort rha infoimaHon it requires to givo ponmsshvi for this activity.
Fornort-NHS s'tfQS, sild inanagsmcntpermission should be otiialnedin fsccordooco with the. 
procodures of tho refevaof host orgmisotion.
Sponscrsdre not required to notify the Committee .of upprovsts from fwsi anjanl$htiam
tt b  (he responsibiijfy of the sponsor to ensure that afi the conditions arc compfied 
With before tho start of tfre study or its initiation at a particular site {as applicable).
Approved documents
The final list of documents ro vevmd and approved by the Comrniltee is as foiows:
' . %' .-./""I'''. "-.V pW A;.. rCoven np Letter 
Covurnp Letter
Evidence or Insurance c iridoinniy
14 July 2011 
05J.W^y?0l0'
fnfe'view Scncuu ea.''Toptc Guides 2 12Jdy20l1
h ' vUigul r C\ n.T Jti'ie ZOII
( 'hm Cv n r nrn Strauss
ülvr l.if rtoGP 1 03 June 2011
Other: -Imioul Hsyntioteqy Service Level AgreeiT.cnt 11 AuGusiaxie
Other: ACT Treatment Piuiocol 2 ûj June 2u ’ 1
rnrsem Form 2......... . î?..My?0!1
f- iric psnt h crmatlon Snoot: Part 2 2 (i3Jnf %li1
FmniCfpani Informaiion Sneel: Staff 1 03Jun@%l11
Pniiicipan;liiîorm.a;ior Sheet" Part 1 ?, 12JLIY2UI1
PlOtuUDl 1 01 .M r H 2011
Ou-""tirnr3'f \ ol da > c <; j",|/ ne-r- 2 1?.li-l/2011
Oue.nticnno.re: Non Vaiidaled cuesftenn.hre;. 2 1 ?. July 2011
REC application TÜ^IK-^ tlrtidlij jjiic 2d'i
Re e-e i other nommific critique rcsorl 2t‘No/U'im;ur2Uiy
he,Ovii,o 'o Recnenf ter Fwtlioi ir'formatioii
Statement of compltance
The Committee is constituted in accordance with the Governance Arrangernenls for 
Research Ethics Committees (July 2001) and complies fully wi‘n the Standard Operating 
Procedures for Rasearcti Ethics Committees (n the UK.
T-iis K 'w e s 'd  i Ktii;v«; avfiini.kHi 18 (T A jvisct,- C crrm ir.es to London Strotegic hocit?^ ALtlx'-tv 
I no f R n - i n n n / i  Eilik; S -tr/co  (NRÊS) re p ro se tts  Bte NRES Cir^clcrote within 
trie N.'::i>in;i! t w  .Safccy Agency a t(l R osiw ie’ Eirics Cïynt'ti'.fees in Engi.-rd
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A R d f o m i c a l f e V k w
RepOfWfbaûkommK
The attached dtxunwnt efbWrev/bw -  for researoAors'glvcs detailed
t%pWng fequWnents for studies wWi a favquiâbla ophion, including:
« Notifying substantial 8tr«ndmdnts
• Adding new sites and investigators
• Notification of serious breaches of the protocol 
» Progress and safety reports
« Notifying tho end of the study
The NRES website also provides guidance on these topics, which is updated in the light of 
etisnges in reporting requirements or procedures.
Fëiddback
You am Invited to give your view of tho service that you have received from the National 
Research Ethics Service and the application procedure. If you wish to make your views 
known please use thé feedback form available on the website.
Furtlier inforrnatiorvls avaiiabio atiNatiortal Research Ethics Sprv.oo website > After Review ■
i I l f L O i OS a i  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ... P le a s e  q u o t e  t h i s  n u t n b o 'r  o n  ait c o r r e s p o n d e n c e
With tfie Committee's best wishes for the success of this project 
Yours sincerely
■^yI ( Dr SabKa Uthaya 
Chair
EmaM: michelle.mmàn@nhs.nét
£nc!o$(jf&s: 'After etfiical review -  guidance for researchers'
Mr G ten n Moulton 
University of Surrey 
Guildford 
Surrey 
GU2 7XH
l î i i s  R o 's iv '-rc b  E S i lc i  C o ii-î i i !Ii,!.«  is o n  A d«ts.ory  C o im i i l '. i s j  to  I i i i x w '  G !reuy ;K ; U o n ^ i  A u if< ;f;:y
T i c  N .at.m al H e s * • ic ti  n ,- '.c s  S e rv ice  t«.:;nK«qnW N R E S  O -xcV ya .w  v.'ik'i"
I f *  N A CM 8I rV i iiiiti F W e ly  A g e n c y  « m l R n s V in U i E lh ic s  C o n r f in s e s -  in  E r g i a v :
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6.3 Approval from Research and Development
13 September 2011
Dear Miss Clark
Trust Approval: R&O2Ô11/067 Acceptance an commitment therapy (CT) 
fr people who am distressed bÿ hearing voices: A easo series
I am writing to confirm approval for the above researdr project at
This approval relates to work in 
the Psychosis CAG and to the specific protocol and informed consent 
procedures described in your R&D Form. Any deviation from this document 
will be deemed to invalidate this approval. Your approval number has been 
quoted above and should be used at all times when contacting this office about 
this project
Amendments, including extending to other Trust directorates will require further 
approval from this Trust and where appropriate the relevant Research Ethics 
Committeo, Amendments should be submitted to this R&D Office by 
completion of an R&D Amendment form together with any supporting 
documents. .A copy of this is attached bift is a lso available on the R&D Office 
website.
I can note that the University of Surrey v/ill be taking on the role of Sponsor for 
this study.
Ajjproval is provided on the basis that you agree to adhere to the Department 
of Health's Research Governance requirements including:
» Ethical approval must be in place prior to the commencement of this 
project.
* As Chief Investigator and/or Principal Investigator for this study you have 
familiarised yourself with, and accept the responsibilities commensurate 
with 111 is position, as outlined in the Research Governance Framework
• fhtto y/www.dh. oov. u k/n rod con sum dh.'ci rouns/d h diqilalas se ts ,# dh/@eiV 
document$/digitol^gt/dlL^224
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Compliance willi ail policies and procedures of the Trust which relate to
research, and with all relevant requirernenls of the Research Governance 
Framework. In particular the Trust Confidentiality Policy.
• Co operating with the Trust R&D Office's regular monitoring and auditing ol 
all approved research projects a s  required by the research governance 
framework, including complying with ad hoc requosts for information.
• Informing the Trust's Health and Safety Coofdinators and/or the Complaints 
Department or of any adverse events or complaints, from participants 
recruited from within this Trust, which occurs in relation to this study in lino 
with Trust policies. Contact details are available, from tho R&D Office if 
recpjlred.
• Sending a copy of any reports or publications wliich result from this study to 
the Trust Departments involved in the study if requested.
• Honorary Contracts must b-e to place prior to patient contact for all relevant 
members of the research team. Advice on this will he provided by the R&D 
Office at the point of obtaining R&D approval and on an ongoing basis for 
new members of staff joining the research team.
• Sending a copy of the annual reports and end of project notification 
submitted to ethics.
Failure to abide by the above roquirennents may result in the withdrawai of the
Trust’s approval for this research.
If you wish To discuss any asnnnt of this research approval with tho R&D
Offtco, please contact . / i the first
instance.
I wish you every success with tl'iis study.
Yours sincerely
Enc, R&D Approval Amendment Form
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6.4 Ethical Approval from the University of Surrey
UNIVERSITY OF
SURREY
Dr Adrian Coyle
Chair; Faculty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
Abigail Clark
Trainee Clinical Psychologist 
Department o f  Psychology 
University o f  SuiTcy
Faculty o f
A rts an d  H um an Sciences
Faculty office  
AO Building
Guildford, Surrey GU2 7XH UK
T  «44 (0)1483 689445 
F: «44 (0)1483 689550
www.surrey.ac.uk
17"’August 2011 
Dear Abigail
Reference; 641-P SY -ll FEO/NHS
Title o f  Project; Acceptance and Commitment Therapy (ACT) for people who are 
distressed by hearing voices; A case series
Thank you for your submission o f  the above proposal.
The Faculty o f  Arts and Human Sciences Ethics Committee has given a favourable ethical 
opinion.
I f there are any significant changes to your proposal which require further scrutiny, please 
contact the Faculty Ethics Committee before proceeding with your Project.
Yours sincerely
Dr Adrian Coyle 
Chair
120
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6.5 Staff Information Sheet 
staff Information Sheet
Acceptance and Commitment Therapy (ACT) for people 
who are distressed by hearing voices: A case series
This information sheet is for mentai health staff, in particular care 
coordinators, who work with clients distressed by hearing voices.
We are looking for participants to take part in a study to 
investigate the way that change occurs within Acceptance and 
Commitment Therapy for psychosis and to see if this differs from 
the processes involved in other forms of Cognitive Behavioural 
Therapy.
The study is a student research project for a doctorate in Clinical 
Psychology at the University of Surrey.
Who can take part in the study?
The study will involve three to six participants recruited from 
service users
Our inclusion criteria are:
• Distressed by hearing voices
• Using NHS mentai health services
• 18 years +
Our exclusion criteria are:
• Experience of ACT or CBT intervention in the past year
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What will happen to m v client if they take part?
If your client consents to participating in the study and they are 
deemed eligible then they will be offered eight to twelve sessions 
of individual Acceptance and Commitment Therapy.
What do I do if I know a client who would fit this criteria?
If you know of a client who would be eligible for this study then 
please give them the Participant Information Sheet, which 
provides more information on the study. If they are interested in 
taking part then with their permission pass their contact details 
onto us and we will get in contact to discuss the study further. 
Alternatively you can give them our contact details if they wish to 
contact us themselves.
Contact Details
If you would like more information or you know of a client who 
would be interested in taking part please contact 
Telephone number:
E-mail:
Address:
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6.6 Participant Information Sheet
Participant Information Sheet -  Part 1 
Acceptance and Commitment Therapy (ACT) for people 
who are distressed by hearing voices: A case series
You are being invited to take part in a research study. Before you 
decide, it is important that you to understand what it will involve. 
Please take time to read the following information carefully. Talk 
to others about the study if you wish. Ask us if there is anything 
that is not clear or if you wouid like more information.
What is the purpose of the study?
The aim of the study is to look at the way that change occurs 
within a new talking therapy called Acceptance and Commitment 
Therapy. This should improve our understanding of the 
treatment.
The study is a student research project for a doctorate in Clinical 
Psychology at the University of Surrey.
Why have I been chosen?
Some people have unusual, worrying or distressing experiences, 
such as hearing voices. These can have a negative impact upon 
their iives. We think that Acceptance and Commitment Therapy 
(ACT) can be helpful with such experiences.
The study will involve three to six service users from H H H H
We are approaching
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service users who are in contact with community mental health 
teams.
Do I have to take part?
No. It is up to you to decide whether or not to take part. You are 
aiso free to withdraw at any time, without giving a reason.
What will happen to m e if I take part?
If you do agree to take part we will meet or speak on the phone 
once a week over a four week period. You wili be asked to 
complete a number of questionnaires each time to heip us get a 
ciear idea of your current experiences. This is likely to take 
around 15 minutes.
The therapy wili involve eight to twelve weekly sessions. These 
will be arranged at a time to suit you and will last for an hour. 
The sessions wiil involve talking about your concerns and doing 
various exercises. For 15 minutes after each session we will also 
complete a number of questionnaires.
You wili also be asked to meet with the therapist and compiete 
three assessments during the course of therapy. Assessments are 
iikeiy to last between half an hour and an hour and we will be to 
talk about how you are finding the therapy.
If you consent to take part in the study we will check your 
medical records for details of your care and other treatment. All 
information that is collected about you during the course of the 
research wiil be kept confidential. If you are happy for us to do 
so we will inform your GP, consuitant psychiatrist and the team 
responsible for your care about your involvement in the study.
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Since we are trying to provide the very best treatm ent possibie, 
we wouid like to audio record sessions that you have with your 
therapist. This is so that we can check that the therapy is carried 
out in the way that it shouid be. You are welcome to have a copy 
of the recording of the sessions.
What will happen in the ACT therapy sessions?
ACT therapy sessions wiil involve some time talking about what 
you reaily want out of iife -  what is important and meaningful to 
you. We will use this information as a guide to set goals and take 
action to change your iife for the better. ACT therapy sessions 
will also involve teaching you a set of skilis. These wiil allow you 
to handle painful experiences, inciuding hearing voices, more 
effectiveiy. This is so that they have less of an influence on your 
life.
ACT is a very active therapy. It is not a therapy where we just 
talk about your problems. It is a therapy in which you actively 
learn new skills to improve your quaiity of life. In sessions we wili 
go through different exercises and discussions. These will help 
you get in touch with your values and learn new skills. I will ask 
you to practise these exercises and skiils between sessions. The 
more you practice, the more benefits you'll get. We will be 
working together in these sessions and you will never be pushed 
into doing anything that you are not willing to do.
If you are interested in taking part in this study, we wiil talk more 
about what the ACT sessions wiil involve when we meet and as 
the sessions progress.
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What will happen after I have completed the study?
After the ACT sessions have been completed you will continue 
with your usual treatm ent with you team or with your GP. We wiil 
send them a very brief summary of our work together unless you 
do not wish us to do this.
A month after the end of the ACT sessions you will be asked to 
meet with the therapist one final time. This is to discuss how you 
found the process and compiete a final set of questionnaires.
What If I decide I no longer want to take part a t a later part?
If at any time you wish to withdraw from the study just let us 
know and we will stop. You do not need to give a reason for this. 
This wiil not affect the care that you receive.
If you wish to withdraw your data from the research but stiii want 
to continue with the therapy then you will be allowed to do this if 
the therapy has already begun. However, if it has not begun then 
you can seek psychological therapy from the normal routes within 
your service. We wili be able to advise on this if needed.
A flow-chart with all of this information has been included 
on the back of this information sheet.
What are the risks of taking part?
Psychological therapies can be challenging. At times they involve 
conversations that may produce discomfort, or bring up 
unpleasant thoughts or memories. The therapist wili help you
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explore these experiences and their impact on your life in a caring 
manner. We will also use these experiences as opportunities to 
practice the skills that you are learning. This will help you better 
handle these difficult experiences outside of sessions.
You will never be pushed into talking about things or doing things 
that you do not want to. We will also talk about how you are 
finding the therapy as we go along and you can stop the therapy 
at any point if you want to.
What are the benefits of taking part?
We hope that this new treatment will be helpful. It has been 
shown to be helpful for a wide range of psychological problems, 
including psychosis, although some people find it more helpful 
than others. ACT aims to help people lead a life that is in line 
with their values. It does not aim to get rid of your symptoms, 
such as hearing voices, but help you lead a meaningful life even 
with these. However, this cannot be guaranteed. The 
information we get from this study may help us to improve 
treatments.
What should I do if I am interested?
If you are interested in taking part in the study, you can contact 
I H H H I  or you can request that she gets in contact with you. 
Her contact details are below:
Telephone number: 
E-mail:
Address:
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Please ask if there is anything you do not understand or if 
you would like more information.
24 hour+ decision-
You are given an information sheet to 
read about the study
Your team psychiatrist or care co­
ordinator discusses the study with you You m ight decide not to take 
p art in the  study. Choosing 
not to take part will not 
m ake any difference to  the 
care you receive from your 
care team
One month after your last therapy session you 
will be invited to m eet with the lead investigator 
to  com plete som e questionnaires and discuss 
the  therapy
Over a four-week period you will com plete 
som e questionnaires with the lead investigator 
over the telephone once a week
I f  you would like to take part you can 
make contact with the lead investigator 
or you can request that they contact you
You wiil meet the lead investigator to find 
out more about the study, complete the 
consent form and be given some 
questionnaires
You can withdraw your 
data from the study but 
continue with the  therapy 
if you wish. This will not 
m ake any difference to 
the care you receive from 
your care team
You will be invited to attend 12 individual 
therapy sessions with the  lead investigator.
I f  you wish to 
withdraw from the 
study at this stage you 
will need to access 
psychological therapy 
through the normal 
routes within your care 
team. We can help 
you access this. This 
will not make any 
difference to the care 
you receive from your
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6.7 Consent Form
Consent Form
Title of Project: Acceptance and Commitment Therapy (ACT) for people 
who are distressed by hearing voices: A case series
Name of Researcher: Abigail Clark
Please
initial
box
I confirm that I have read and understood the participant ( )
information sheet for the above study and have had the
opportunity to ask questions
I understand that my participation is voluntary and that I am free ( )
to withdraw my participation at any time, without giving any
reason, without my medical care or legal rights being affected
I understand that sections of my medical notes may be looked at ( )
by responsible individuals from
or from regulatory authorities where it is 
relevant to my taking part in research. I give permission for 
these individuals to have access to my records.
I understand that meetings that I have in relation to this research ( )
will be audio-recorded and that these recordings will be kept 
securely.
I agree to take part in the above study ( )
Name of participant;
Signature of participant:
Date:
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6.8 Detailed Description of Participants and 
Process of Therapy
6.8.1 James
James had heard voices for five years. The main voice was his neighbour, 
who constantly threatened and abused him. James believed that his 
neighbour watched what he did all day and it was this lack of privacy that 
he found most distressing. James described his neighbour as a school- 
ground bully.
To deal with hearing his neighbour James adopted a number of 
experientially avoidant and control strategies. The main, and most effective 
one in the short-term, was to drink alcohol. This worked to dampen the 
voice of his neighbour, which allowed him to do things that he enjoyed, 
such as reading a book. However, in the long-term it had a negative impact 
upon his finances, which restricted what he could do, and negatively 
impacted upon his relationships. Other strategies that James had adopted 
was to struggle against the experience by calling the police, smashing his 
neighbours window; and distraction strategies, such as listening to music or 
taking a sleeping tablet. James was previously seen by a psychologist for 
CBTp in 2008. He reported finding it helpful to talk to someone about his 
experiences as he felt less alone.
In terms of values, relationships were extremely important to James and he 
identified being genuine, loyal, helpful and caring as important values in 
relationships. James also wanted to become more independent, as he was 
currently living with his parents, and to engage in work where he was 
interacting with and helping people. However, these values had been 
pushed to the side whilst James focused on maintaining his own safety and 
his family’s safety against the threat he believed was present from his
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neighbour. He was fused with the idea that he couldn’t get on with his life 
whilst his neighbour was still harassing him.
The first four sessions focused on exploring James’ experience of hearing 
voices and clarifying what he values. Based upon these values James set 
weekly goals that he wanted to achieve throughout the therapy. The next 
four sessions focused on identifying what was preventing James from living 
a fulfilling life. James was encouraged to identify the thoughts and feelings 
in relation to his voice hearing that he was struggling with. These were 
physicalised using the ‘Passengers on the Bus’ metaphor and the ways that 
James has tried to deal with these ‘passengers’ were explored. He was 
encouraged to get in touch with the costs of his past efforts, such as drinking 
alcohol, and acceptance was raised as an alternative. The final four sessions 
focused on helping James experientially contact acceptance in his day-to- 
day life, for example through his weekly valued activity goals. Defusion 
exercises and metaphors, such as ‘Taking your mind for a walk’, and 
mindfulness exercises were explored to help James deliteralize language and 
respond to his experiences in the present, rather than as mediated through 
language.
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6.8.2 Christiana
Christiana had heard two voices for approximately 14 years. They did not 
speak directly to her but rather argued with each other. Christiana believed 
that one was good and one was evil. For 10 years Christiana engaged with 
these voices to the complete exclusion of living her life. She lost her job, 
stopped seeing any friends or family, would not leave her flat and 
eventually stopped eating. At this point she came into contact with mental 
health services and was diagnosed with Schizophrenia. Christiana believes 
this diagnosis saved her life because it provided her with an explanation for 
what had occurred and she found anti-psychotic medication helped improve 
her mental health. She now lives with her parents.
Christiana reported currently accepting hearing voices and trying to live 
each day as it comes. However, upon exploration this acceptance seemed to 
reflect a sense of resignation. Christiana was attached to a conceptualized 
self of being mentally ill and no longer capable of the things she used to be. 
She was very thankful that her mental health had improved so much over 
the past four years and was fearful that if she pushed herself she would 
become ill again.
Christiana was very clear about what she valued in life across domains of 
relationships, work, leisure and spirituality. However, she had ‘accepted’ 
that she could no longer do many of the things she used to value, such as 
being involved in a romantic relationship or engaging in productive work. 
She was fused with the belief that she could not re-engage with these things 
whilst she still heard voices.
Around four weeks before Christiana began the baseline period her 
antipsychotic medication was altered and she reported a substantial 
improvement in her voice hearing. She still heard the voices at the same
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frequency but the loudness had greatly diminished. She felt that this had 
given her some space to move forward with her life. However, when 
Christiana tried to do anything out of her comfort zone she reported 
experiencing thoughts such as T can’t’, feeling ‘horror’ and thinking that 
she would die. To avoid these uncomfortable thoughts and feelings 
Christiana rarely pushed herself. Again she would either ‘accept’ that she 
couldn’t do these things or would put them off to the future, fused with the 
thought that she would do them when she felt more able.
The first three sessions focused on exploring Christiana’s values. This was 
relatively straight-forward as Christiana was clear about her values, as 
discussed. This process therefore involved exploring the importance of 
these different values and the extent to which Christiana was living 
consistently with these, which helped highlight the discrepancy between the 
two. Based upon this exploration Christiana developed an action plan of 
weekly goals that she wanted to achieve during the course of the 
intervention. Initially Christiana chose valued-activities that she was 
already engaging in as doing something different resulted in the feeling of 
‘horror’. The quality of valued-action rather than the size of the action, such 
as taking a leap, was physically acted out in the therapy room to help 
Christiana to take small steps slightly out of her comfort zone.
In a similar course to James’ intervention the remaining sessions focused on 
identifying what was preventing Christiana from living a fulfilling life. She 
was encouraged to identify the thoughts and feelings in relation to her voice 
hearing that she was struggling with. These were physicalised using the 
‘Passengers on the Bus’ metaphor and the ways that Christiana has tried to 
deal with these ‘passengers’ were explored. She was encouraged to just 
notice when these passengers showed up and prevented her from doing the 
things she cared about. Christiana was encouraged to experientially contact 
acceptance in her day-to-day life, through committed action. Delusion 
exercises and metaphors, such as ‘Taking your mind for a walk’ and the
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mind as an over-protective parent, were introduced to help this. Christiana 
particularly responded well to mindfulness exercises and every session 
during the Acceptance phase started with a mindfulness exercise and 
Christiana practised these between sessions. As a way of being willing to 
get in touch with uncomfortable experiences Christiana was encouraged to 
lead a mindfulness exercise in a later session.
The final two sessions focused on developing a collaborative formulation 
with comparing and contrasting Christiana’s previous relationship with her 
painful experiences and voices to her new relationship with these 
experiences. Using vicious and virtuous flower diagrams this distinguished 
previous strategies of resignation, struggle and avoidance with new 
strategies of acknowledgement, willingness to experience and committing to 
actions based upon values.
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6.8.3 Sandra
Sandra reported hearing the voice of her deceased mother for the past seven 
years. Occasionally she would have a pleasant conversation with her but 
the majority of the time she was very critical and derogatory. These 
comments often reflected negative beliefs that Sandra held about herself. 
Her mother would also remind her of previous traumatic experiences of 
childhood abuse and domestically abusive romantic relationships that she 
tried to avoid thinking about.
To deal with hearing her father Sandra adopted a range of experientially 
avoidant strategies. In the past she used to drink alcohol and take illegal 
drugs but had stopped this two years ago so that she could be a better 
mother. She avoided her flat where she most often heard her mother, 
listened to music to distract herself, and expressed suicidal ideation. She 
had attempted suicide around two months before being referred to this 
study. In addition to attempting to escape her experience of hearing her 
father, Sandra also engaged with her mother by fighting back, both verbally 
and physically. She was fused with the belief that if she “had it out with her 
once and for all” then he might leave her alone.
Sandra was clear about her values in terms of relationships, in particular 
with her children and her partner. However, because she was preoccupied 
with fighting her mother Sandra was not in touch with these values in her 
day-to-day life. She was fused with the belief that she needed to stop 
hearing her mother before she could get on with her life.
The first three sessions focused on exploring her values. Following these 
sessions attempts were made to help Sandra contact the cost of 
experientially avoiding and struggling with her uncomfortable experiences 
by acting out the ‘Tug-of-war with a monster’ delusion exercise and
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experientially engaging in thought suppression exercises. Mindfulness 
exercises were also introduced as a way of Sandra learning to notice her 
experience without having to do anything with these experiences. However, 
Sandra struggled with these exercises and tried to subsume them into a 
control agenda.
During the Acceptance phase Sandra experienced a number of significant 
life events, including being admitted to hospital for physical health 
problems and her daughter experiencing a traumatic event, which reminded 
Sandra of her own traumatic experiences. This resulted in Sandra being 
unable to attend two of the appointments and it also appeared to result in her 
finding it hard to be fully present during the therapy sessions.
During the sessions Sandra engaged in experiential avoidance strategies that 
challenged the therapeutic relationship. She would spend a large amount of 
time during sessions talking about practical issues and would not be 
responsive to attempts to focus on the painful experiences that she was 
really struggling with, such as hearing her mothers’ voice. In addition, 
Sandra was often not fully present during the sessions, for example, 
ruminating about the past. She was often not listening to what the therapist 
was saying, which resulted in a lack of flow in conversations.
The final three sessions focused on these challenges to the therapy process 
using present-moment processes and defusion strategies by physicalizing 
what made the therapy sessions difficult. Sandra talked about having a cage 
around her that was made up of all her painful experiences from her past. 
She said that this cage was a way of protecting herself and prevented people 
from getting close to her. As a result of this cage she reflected that she 
found it hard to hear other peoples ideas, believing that she was always right 
and knew everything already. Sandra was able to reflect that she needed 
help on getting some space from this cage before she could work on her 
experiencing of hearing her mothers’ voice in therapy.
283
Acceptance and Commitment Therapy (ACT) for people who are distressed
by hearing voices: A case series
6.8.4 Michael
Michael reported that he had been hearing voices since he was a child. He 
described these voices as like dictators and that they wanted to rule his life. 
He thought that they might be the voice of the Devil and that they tormented 
him out of spitefulness. He perceived these voices to be extremely 
powerful. He often experienced command hallucinations, which included 
commanding him to hurt himself and others. As a result Michael had 
previously received 18 sessions of CBTp as part of a research trial. This 
had taught him strategies to challenge the beliefs he holds about his voices 
but he reported that he still struggles greatly with this experience.
Michael had adopted a range of control and experiential avoidance 
strategies to deal with the voices he heard. For example, he engaged in 
distraction strategies and also avoided leaving his home. However, he also 
still engaged in some valued-activities even whilst hearing voices, such as 
riding his bike, which demonstrated a small level of willingness to 
experience hearing voices.
Michael was fused with beliefs and feelings of mistrust, suspiciousness and 
paranoia. This was related to the content of his voices as well as traumatic 
experiences in his childhood. As a result Michael would behave in an 
aggressive manner, which would result in him pushing people away. This 
also threatened his engagement in other valued activities. For example, he 
had been suspended from college on a number of occasions due to 
difficulties in managing his anger. These experiences had further reinforced 
his belief that people cannot be trusted.
Michael’s high levels of mistrust threatened his engagement in the 
therapeutic process and he would often engage in an aggressive manner 
during sessions. This mistrust resulted in a number of therapeutic ruptures
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throughout the process. This particularly occurred during session three 
whereby Michael asked the therapist increasingly personal questions and 
was extremely unhappy when she would not answer these. During the 
sessions Michael would lose contact with the present moment and would 
ruminate about previous events in the therapeutic relationship. It was 
possible to introduce the idea of our pain being a reflection of our values, 
using the pain/values coin metaphor, which provided an opportunity to 
discuss what Michael values in relationships.
Due to the challenges to the therapeutic relationship it was not possible to 
separate the intervention into Values and Acceptance phases. Instead, the 
sessions focused on building engagement whilst gradually introducing ACT 
concepts. In particular this focused on helping bring Michael back to the 
present moment and to begin to notice his feelings and thoughts around 
mistrust and suspiciousness. This was through brief, formal mindfulness 
exercises, which Michael engaged well with. Through this Michael began 
to notice when his mind had drifted away and had become hooked on a 
particular thought or experience. This was then introduced into the therapy 
sessions broadly and attention was paid to when Michael was not present. 
This allowed Michael to begin to adopt a defused stance towards his mind 
and his mind was referred to as an over-protective machine that was always 
looking out for the worst. Using mindfulness techniques Michael was 
encouraged to notice when his mind, or the voices, were getting in the way 
of the therapeutic relationship. This was supported by therapist self­
disclosure whereby Michael learnt that different people had different 
thoughts and feelings and that our minds are not always accurate. This was 
in the context of noticing this process and not having to respond to the 
content of our minds, rather than directly challenging these beliefs.
It was possible to physicalize the challenges to the therapeutic relationship, 
such as hurt and mistrust, and different objects in the therapy room were 
labelled with these feelings. When these difficulties became apparent in the
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therapy room it was possible to just notice that they were there, that they 
were creating a barrier between Michael and the therapist, and that it was 
possible to carry on with the session even with them present. A willingness 
stance was therefore adopted in the therapy room. Consequently, even 
though the challenges to the therapeutic relationship were still present, they 
were able to be managed effectively by the end of the intervention. 
However, as the focus of the intervention had been maintaining the 
therapeutic relationship, limited time had been spent on helping Michael 
develop an accepting and defused stance in relation to his voices.
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6.9 Valued Living Questionnaire -  Adapted
Below are areas of life that are valued by some people. We are concerned 
with your quality of life. One aspect of quality of life involves the 
importance one puts on different areas of living. Not everyone will value all 
of these areas, or value all areas the same. There are no right or wrong 
answers.
From the list below please choose the three areas of life that are most 
important to you by ticking the appropriate boxes.
Area
Please choose the 3 most 
important areas to you.
(please tick three boxes)
1. Family (other than intimate relationships or 
parenting)
2. Partnership / marriage / intimate relationships
3. Parenting
4. Friends / social life
5. Work
6. Education / training
7. Recreation / fun / leisure
8. Spirituality
9. Citizenship / Community Life
10. Physical self care (diet, exercise, sleep)
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In this section, we would like you to give a rating of how consistent your 
actions have been with these three areas. We are not asking about your ideal 
in each area. We are also not asking what others think of you. Everyone 
does better in some areas than others. People also do better at some times 
than at others. We want to know how you think you have been doing 
during the past week.
Rate each area (by circling a number) on a scale of 1-10. 1 means that your 
actions have been completely inconsistent with the area. 10 means that your 
actions have been completely consistent with the area.
During the past week my actions have been ...
(Write area below)
Not at 
consistent
Completely 
consistent 
with this 
area
1 2 3 4 5 6 7 8 9  10
1 2 3 4 5 6  7 8 9  10
1 2 3 4 5 6 7 8 9  10
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6.10The Hamilton Program for Schizophrenia Voices 
Questionnaire
Please circle the ONE box that best describes your experience of voices 
DURING THE PAST WEEK, including today.
How frequently did you hear a voice or voices?
No voices Less than 
once a day
Once or twice 
a day
Several times 
a day
All of the 
time/Constantly
How bad are the things the voices say to you?
No voices 
saying bad 
things
Not that bad Fairly bad Very bad Horrible
How loud are the voices?
Voices not Very quiet Average Fairly loud Very loud
present (like (same as my (yelling or
whispering) own voice) shouting)
How long do the voices usually last?
Voices not A few A few More than 10 Longer than 1
present seconds to 1 minutes minutes but hour/they just
minute less than 
hour
an seem to persist
How much do the voices interfere with your daily activities?
No A little bit Moderately Quite a bit Extremely
interference interfering
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How distressing are the voices that you hear?
No voices A little bit Moderately Quite a bit Extremely
are distressing
distressing
me
How bad (worthless/useless) do the voices make you feei about yourseif?
No voices 
make me 
feel bad
A little bit Fairly bad Very bad Extremely bad (as 
bad as I can feel)
How cieariy do you hear the voices?
Voices not 
present
Very
mumbled
Fairly
mumbled
Fairly clear Very clear voices
How often do you DO what the voices say?
No voices Rarely Sometimes Often Always
telling me
what to do
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6.11 The Clinical Outcomes in Routine Evaluation -  
10
Please read each statement and think about how often you felt that way last 
week. Then tick the box which is closest to this.
Over the last week... Not at 
all
Only
occasionally
Sometimes Often Most or all 
of the time
1 I have felt tense, 
anxious or 
nervous
2 I have felt I have 
someone to turn 
to for support
3 I have felt able 
to cope when 
things go wrong
4 Talking to 
people has felt 
too much for me
5 I have felt panic 
or terror
6 I have made 
plans to end my 
life
7 I have had 
difficulty getting 
to sleep or 
staying asleep
8 I have felt 
despairing or 
hopeless
9 I have felt 
unhappy
10 Unwanted 
images or 
memories have 
been distressing 
me
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6.12 The Voices Acceptance and Action Scaie-9
There are many people who hear voices that others cannot hear. It 
would help us to find out how you are feeling about your voices by 
completing this questionnaire.
Please read each statement and tick the box which best describes 
the way you have been feeling in the past week. Thank you for your 
help.
strongly
Disagree
Disagree Neutral or 
Unsure
Agree Strongly
Agree
There are worse 
things in life than 
hearing voices
When 1 disagree 
with a voice, 1 
simply notice it 
and move on
There is no point in 
getting on with life 
while I hear voices
My voices are just 
one part of my life
1 can't have a good 
life while 1 hear 
voices
My voices stop me 
doing the things 1 
want to do
Hearing voices has 
taken over my life
I have learned to 
live with my voices
1 struggle with my 
voices
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6.13 The Acceptance and Action Questionnaire -  ii
Below you will find a list of statements. Please rate how true each statement is for you 
by circling a number next to it. Use the scale below to make your choice.
1 2 3 4 5 6 7
Never
true
Very
seldom
true
Seldom
true
Sometimes
true
Frequently
true
Almost
always
true
Always
true
1. My painful experience and 
memories make it difficult for me 
to live the life I would value
1 2 3 4 5 6 7
2. I’m afraid of my feelings 1 2 3 4 5 6 7
3. I worry about not being able to 
control my worry and feelings
1 2 3 4 5 6 7
4. My painful memories prevent me 
from having a fulfilling life
1 2 3 4 5 6 7
5. Emotions cause problems in my 
life
1 2 3 4 5 6 7
6. It seems like most people are 
handling their lives better than I 
am
1 2 3 4 5 6 7
7. Worries get in the way of my 
success
1 2 3 4 5 6 7
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6.14The Beliefs About Voices Questionnaire -  
Revised Omnipotence Scale
There are many people who hear voices. It would help us to find out how 
you are feeling about your voices by completing this questionnaire. Please 
read each statement and tick the box which best describes the way you have 
been feeling in the past week.
If you hear more than one voice, please complete the form for the voice that 
is dominant.
Disagree Unsure Slightly
Agree
Strongly
Agree
1 My voice is very 
powerful
2 My voice seems to 
know everything 
about me
3 My voice makes 
me do things I 
really don’t want to 
do
4 I cannot control my 
voices
5 My voice will harm 
or kill me if I 
disobey or resist it
6 My voice rules my 
life
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6.15 The Brief Core Schema Scales -  Self Scales
This questionnaire lists beliefs that people can hold about themselves. 
Please indicate how strongly you hold each belief by circling a number 
(0-4). Try to judge the beliefs on how you have generally, over time, 
viewed yourself. Do not spend too long on each belief. There are no 
right or wrong answers and the first response to each belief is often the 
most accurate.
Do not 
believe it 
at all
Believe it 
slightly
Believe it 
moderately
Believe it
very
much
Believe it 
totally
I am 
unloved
1 2 3 4 5
I am 
worthless
1 2 3 4 5
I am weak 1 2 3 4 5
I am 
vulnerable
1 2 3 4 5
I am bad 1 2 3 4 5
I am a 
failure
1 2 3 4 5
I am 
respected
1 2 3 4 5
I am 
valuable
1 2 3 4 5
I am 
talented
1 2 3 4 5
I am 
successful
1 2 3 4 5
I am good 1 2 3 4 5
I am 
interesting
2 3 4 5
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6.16 The Change Interview
1. General experience o f therapy. What has therapy been like for you 
(so far)? How has it felt to be in therapy?
2. Changes. How are you doing now? What changes, if any, have you 
noticed in yourself since therapy started?
3. Attributions. In general, what do you attribute these various changes 
to? In other words, what do you think might have brought them 
about (both inside and outside therapy)? How likely do you think 
that these changes would have occurred in the absence of therapy?
4. Helpful aspects. What have been the most helpful things about your 
therapy so far? (general aspects, specific events) What made these 
things helpful to you?
5. Hindering aspects. What kinds of things about the therapy have 
been hindering, unhelpful, negative or disappointing for you?
6. Difficult but OK aspects. Were there things in the therapy, which 
were difficult or painful but still OK or helpful?
7. Missing aspects. Was there anything missing from your treatment?
8. Research aspects. What has it been like for you to be involved in 
this research?
9. Suggestions. Do you have any suggestions for us, regarding this 
research or the therapy?
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6.17ACT for Psychosis Protocol
ACT Treatment Protocol
Abigail Clark
June 2011
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Overview of ACT Model
The central aim in ACT is to increase psychological flexibility, which is 
defined as “the ability to contact the present moment more fully as a 
conscious human being, and to change or persist in behaviour when doing 
so serves valued ends” (Hayes et a l, 2006, p.7).
ACT focuses upon six core process. Brief descriptions of these (from 
Luoma et a l, 2007) are provided below:
Acceptance
the
Defusion
Contact
with
Present
Moment
Self-as-
Context
Values
Committed
Action
The active and aware embrace of private events that 
are occasioned by our history, without unnecessary 
attempts to change their frequency or form, especially 
when doing so causes psychological harm. Also 
referred to as willingness.
The process of creating non-literal contexts in which 
language can be seen as an active, ongoing, relational 
process that is historical in nature and present in the 
current moment.
Ongoing, non-judgemental contact with psychological 
and environmental events as they occur.
Experiencing events from the I/here/now; self not as 
an object of reflection, but as the perspective or 
location from which observations are made.
Chosen qualities of actions that are personally 
important ways of living and that can never be 
obtained as an object, but rather instantiated moment 
by moment.
Series of actions that move in the direction of chosen 
values, regardless of internally experienced barriers 
(e.g. thoughts, feelings).
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These six processes and their relationships with each other are visually 
presented in the hexaflex below (Hayes et a l, 2001):
Contact with the 
Present Moment
Acceptance
Psychological
Flexibility
Defusion
Values
Committe d 
Action
Self as 
Context
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ACT and psychosis
In line with its model of general psychopathology ACT understands the 
problems associated with psychosis in terms of psychological inflexibility. 
Rather than the symptoms leading to diminished life circumstances per se, 
ACT proposes that individuals experience diminished life circumstances 
due to experiential avoidance, over-literality of private experiences, lack of 
clarity and/or resignation about life directions, and difficulty with 
committing to effective action.
Individuals past change efforts have been unworkable and attempts to 
directly change hallucinations or delusions may have actually increased 
these symptoms. ACT attempts to help the client contact this unworkable 
change agenda and develop a willingness to experience anomalous, and at 
times distressing, experiences without attempting to control or alter them. 
All of this is in the service of helping the client work towards what they 
most value in life and committing to actions based upon this (even in the 
presence of anomalous experiences).
Some basic hypotheses o f ACT for distressing psychosis:
• Delusions are often avoidance maintained and a process or form  
of emotional avoidance. Therefore it is not the delusional 
process that needs to be accepted but the distressing feelings 
that the delusions help avoid, such as failure, anxiety, and so on 
(Bach & Hayes, 2002).
• Hallucinations are often a target for avoidance and control. ACT 
strategies based on acceptance can be delivered around the 
hallucination with the ultimate target being generalization to 
delusions and other avoidance strategies.
• Negative symptoms may be an outcome of chronic avoidance.
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Some basic principles o f ACT fo r distressing psychosis:
• Normalise psychotic experience and link to acceptance based 
responses to non-psychotic experiences.
• Exploration of symptom impact and the additional impact of 
experiential avoidance and psychological inflexibility.
• Focus on the context in which distressing experiences are 
experienced rather than their content.
• Contrast experience of symptoms with responses to them, 
linking to workability.
• Acceptance /  willingness based strategies rather than 
disputation, which only serves to entangle the individual with 
their experiences.
• Values work as the overarching frame within which the work is 
based. Acceptance /  willingness in the service of client's values.
• Medication adherence understood in terms of workability e.g. 
does your experience tell you that taking your medication gets 
you closer to your values or further away?
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ACT Therapeutic Stance
The central function of the therapeutic relationship is to help the client 
increase their psychological flexibility. Luoma et a l (2007) outline nine 
core competencies that this relationship should be based upon:
1. The ACT therapist speaks to the client from an equal, vulnerable, 
compassionate, genuine, and sharing point of view and respects the 
client’s inherent ability to move from workable to workable 
responses.
2. The therapist is willing to self-disclose about personal issues when it 
serves the interest of the client.
3. The therapist avoids the use of canned interventions, instead fitting 
interventions to the particular needs of particular clients. The 
therapist is ready to change course to fit those needs at any moment.
4. The therapist tailors interventions and develops new metaphors, 
experiential exercises, and behavioural tasks to fit the client’s 
experience and language practices, and the social, ethnic, and 
cultural context.
5. The therapist models acceptance of challenging content (e.g. what 
emerges during treatment) while also being willing to hold the 
client’s contradictory or difficult ideas, feelings, and memories 
without any need to resolve them.
6. The therapist introduces experiential exercises, paradoxes, and/or 
metaphors as appropriate and de-emphasizes literal sense-making of 
the same.
7. The therapist always brings the issue back to what the client’s 
experience is showing, and does not substitute his or her opinions for 
that genuine experience.
8. The therapist does not argue with, lecture, coerce, or attempt to 
convince the client.
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In addition, the use of humour and irreverence can also be appropriate to 
help highlight the cognitive traps that we can all fall int
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Treatment Outline
In line with the therapeutic stance that canned interventions should be 
avoided and the therapist should remain flexible, this protocol does not 
outline a session-by-session plan. Instead this protocol outlines the course 
the therapy should take but does not define the length of time a given client 
would need to focus on the different processes. Some clients may need 
greater time spent upon creative hopelessness and developing willingness 
whilst other clients may need a greater focus on clarifying values. The 
processes are also interdependent and it is likely as one process develops, 
another one emerges. Many of the interventions also touch upon multiple 
processes (Hayes et a l, 2004).
Furthermore, the interventions listed are designed to be descriptive rather 
than proscriptive. They are a guide as to metaphors and exercises that 
would be appropriate to help the client get in touch with the targets of ACT. 
However, different clients will respond better to some metaphors and 
exercises than others, and so these should be tailored with the individual in 
mind. Indeed, clients themselves may develop their own metaphors to help 
them explain the processes discussed.
Adaptations for psychosis:
• Use of open-eye rather than closed-eye exercises, especially in 
mindfulness exercises (Chadwick et a l, 2006)
• Less periods of silence in mindfulness and more instruction from the 
therapist so that the client can focus on their voice
• Less evocative metaphors e.g. adaptation of metaphors focusing on 
death, for example, instead of eulogy exercise for values 
clarification, ‘This Is Your Life’ exercise
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• Keep metaphors and exercises brief and use repetition and multiple 
examples (Bach, 2004; Chadwick et a l, 2006)
• Use physical props and/or acting to help make metaphors concrete
• Simplify exercises for people with limited literacy, attention span or 
cognitive ability e.g. ‘love-work-play’ values bullseye (Bach, 2006)
305
Acceptance and Commitment Therapy (ACT) for people who are distressed
by hearing voices: A case series
Values Based Strategies 
Key targets (Luoma et a i ,  2007):
• Help clients contact and clarify the values that give their life 
meaning
• Help clients link behaviour change to chosen values, while 
making room for their automatic reactions and experiences
Goals Strategies Interventions
Understand the Introduce the concept What do you want your 
importance of value- of valuing as action. life to stand for? 
based living. Distinguish choices and Exercise.
judgements. Gardening Metaphor.
Understand the Process as the outcome. Skiing Metaphor, 
function of goals in Distinguish between Path Up the Mountain 
producing healthy goals and values. Metaphor,
living.
Outline a value- Clarify client’s values. Values Assessment 
based life direction. Identify goals and Rating.
actions. Goals, Actions, Barriers
Identify barriers. exercise.
Bubble in the Road 
Metaphor.
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Acceptance Based Strategies
Creative Hopelessness Key targets (Luoma et aL, 2007);
• Help clients let go of the control agenda as applied to internal 
experience
• Help clients see experiential willingness as an alternative to 
experiential control
• Help clients come into contact with willingness as a choice, not a 
desire
• Help clients understand willingness as a process, not an outcome
Goals Strategies Interventions
Exploration of Detailed discussions of Use of simple language. 
Symptoms client’s experience with Psychosis along a 
voices and other continuum information, 
symptoms of psychosis. Psychotic content not that 
Normalisation of different from thoughts
symptoms. many people have (use of
data).
Describe the Explore past coping What have you tried? 
client’s change attempts and struggle What has worked -  short 
agenda and with psychotic term and long term?
how it hasn’t symptoms. Distinguish between
worked. Help client evaluate experience and what your
change attempts based ‘mind’ is telling you. 
upon experience. Homework detailing
strategies and effects. 
Engender Evoke creative Chinese Handcuff
willingness as hopelessness. Metaphor,
an alternative Introduce concept of Tug-of-War with a Monster 
to the change workability. Metaphor,
agenda. Quicksand Metaphor.
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Control is the Normalise attempts at Internal vs. External Events,
problem, not control. Polygraph Metaphor -  if
the solution. Control creates extra you don’t want it, you have
suffering. it.
Willingness as an Pink Elephant Exercise, 
alternative. Down in the Cellar
Exercise.
Two Scales Metaphor.
Clean vs. Dirty. Discomfort 
-  use of diary as homework.
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Defusion and Mindfulness Key Targets (Luoma et al., 2007):
• Help clients see thoughts as what they are -  thoughts -  so those 
thoughts can be responded to in terms of their workability given 
the client’s values, rather than in terms of their literal meaning
• Help clients attend to thinking and experiencing as an ongoing 
behavioural process, and away from the literal meaning of the 
contents of the mind
Goals Strategies
Highlight limits in Show how language
language. can lag behind
experience.
Undermine fusion Teach strategies for
of self and cognitive defusion, 
language.
Undermine Undermine reasons as
evaluation and causes, 
automatic Highlight problems
language. with language.
Distinguish between
evaluation and
description.
Interventions
Discuss Motor Actions. 
Finding a Place to Sit 
Metaphor.
Milk, Milk, Milk 
Exercise.
Passengers on the Bus 
Metaphor.
The River of Thoughts 
Metaphor.
Taking Your Mind for a 
Walk Exercise.
And / But distinction.
Bad Cup Metaphor.
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Present Moment Focus Key Targets (Luoma et a l,  2007):
• Help clients discover that life is happening right now, and to 
return to now from the conceptualized past or future
• Help clients to make contact with the life that is happening now, 
whether it be filled with sorrow or happiness
• Help clients to notice what is happening in relationships in the 
moment
Goals Strategies
Teach non-judgemental Promote willingness, 
awareness.
Interventions
Invitation to the
Room Exercise. 
Contents on Cards 
Exercises. 
Mindfulness 
exercises e.g. of
thoughts, 
experiences.
In session contact 
with feelings and 
thoughts.
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Developing Self-as-Context Key Targets (Luoma et al., 2007);
• Help clients to make contact with a sense of self that is
continuous, safe, and consistent, and from which they can observe 
and accept all changing experiences
• Help clients differentiate this sense of self as the context, arena, or
location win which all experience happens, from the content of
that experience )e.g. emotions, thoughts, sensations, memories)
Goals
Create awareness Help 
of self-a:
perspective.
Contrast
with observer self.
Strategies Interventions
distinguish Chessboard
consciousness from content Metaphor.
of consciousness (self as Observer Exercise.
knower and self as known). Structured
Explore continuity of mindfulness
consciousness. exercises.
Therapist
demonstrating
mindfulness within
sessions.
Explore how language and Pick and Identity
identities filter experience. Exercise.
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Committed Action Key Targets (Luoma et a i ,  2007):
• Work with clients for behaviour change in the service of chosen 
values, while making room for all their automatic reactions and 
experiences
• Help the client take responsibility for patterns of action, building 
them into larger and larger units that support effective values- 
based living
Goals Strategies Interventions
Helping the Clarification of values. Review values e.g. values
client contact compass.
values.
To further Willingness cannot be Adapted Joe the Bum
understand limited. Metaphor.
willingness Jump Metaphor,
and choice.
Link Show how willingness Swamp Metaphor,
willingness supports commitment. ^ake Your Keys with You
Metaphor.
commitment.
To explore Committed action FEAR and ACT algorithms.
how barriers invites barriers. Looking for Mr. Discomfort
to Choices can be made
willingness and re-made even with
occur and are setbacks.
dissolved.
Develop plan Classic behavioural Guided exposure.
for therapy strategies. Social skills training,
committed
Modelling.
action.
Role-playing.
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Assessment / Case Conceptualisation
Luoma et a l (2007) propose a ten-component process for conducting an 
ACT case conceptualization:
1) Begin your assessment with the presenting problem, as understood 
by the client.
2) Discover the most central thoughts, feelings, memories, sensations, 
and situations the client is fused with or is avoiding,
3) Consider behaviours that function as experiential avoidance of 
events described in the previous step.
4) Consider domains in which behaviour is excessively narrowed or 
constricted, or in which living is avoided altogether.
5) Consider other core ACT processes that contribute to psychological 
inflexibility and their treatment implications (e.g. cognitive fusions, 
dominance of conceptualized past and future, limited self- 
knowledge, attachment to conceptualized self, lack of values clarity / 
contact).
6) Consider factors that can limit motivation for change.
7) Consider the client’s social ad physical environment and its 
influence on the client’s ability to change.
8) Examine the client strengths that could be harnessed to build 
psychological inflexibility.
9) Describe a comprehensive treatment plan.
10) Re-evaluate the conceptualization throughout treatment; revise 
functional analysis, targets, and interventions.
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6.18 ACT Adherence Measure
ACT Therapeutic 
Stance
How present in 
this session?
How appropriate for 
this stage of therapy?
Client Responsiveness?
0 Not at all
1 Minimal
2 Satisfactory
3 High
4 Very High
0 Inappropriate
1 Minimally
2 Satisfactory
3 Highly
4 Very Highly
0 Unresponsive
1 Minimal
2 Satisfactory
3 High
4 Very High
Devetaping
Acceptance and
Willingness/Und
ermining
Experiential
Control
How present in 
this session?
How appropriate for 
this stage of therapy?
Client Responsiveness?
0 Not at all
1 Minimal
2 Satisfactory
3 High
4 Very High
0 Inappropriate
1 Minimally
2 Satisfactory
3 Highly
4 Very Highly
0 Unresponsive
1 Minimal
2 Satisfactory
3 High
4 Very High
Undermining 
Cognitive Fusion
How present in 
this session?
How appropriate for 
this stage of therapy?
Client Responsiveness?
0 Not at all
1 Minimal
2 Satisfactory
3 High
4 Very High
0 Inappropriate
1 Minimally
2 Satisfactory
3 Highly
4 Very Highly
0 Unresponsive
1 Minimal
2 Satisfactory
3 High
4 Very High
Getting in 
Contact with the 
Present Moment
How present in 
this session?
How appropriate for 
this stage of therapy?
Client Responsiveness?
0 Not at all
1 Minimal
2 Satisfactory
3 High
4 Very High
0 Inappropriate
1 Minimally
2 Satisfactory
3 Highly
4 Very Highly
0 Unresponsive
1 Minimal
2 Satisfactory
3 High
4 Very High
Distinguishing
the
Conceptualized
How present in 
this session?
How appropriate for 
this stage of therapy?
Client Responsiveness?
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Self from Self-as- 
context
0 Not at all 0 Inappropriate 0 Unresponsive
1 Minimal 1 Minimally 1 Minimal
2 Satisfactory 2 Satisfactory 2 Satisfactory
3 High 3 Highly 3 High
4 Very High 4 Very Highly 4 Very High
Defining Valued How p re se n t in How ap p ro p ria te  fo r Client R esponsiveness?
Directions th is  session? th is  stage of therapy?
0 Not a t all 0 Inappropriate 0 Unresponsive
1 Minimal 1 Minimally 1 Minimal
2 Satisfactory 2 Satisfactory 2 Satisfactory
3 High 3 Highly 3 High
4 Very High 4 Very Highly 4 Very High
How p re se n t in How ap p ro p ria te  fo r Client Responsiveness?
Building Patterns 
of Committed 
Action
th is  session? th is stage of therapy?
0 Not at all 0 Inappropriate 0 Unresponsive
1 Minimal 1 Minimally 1 Minimal
2 Satisfactory 2 Satisfactory 2 Satisfactory
3 High 3 Highly 3 High
4 Very High 4 Very Highly 4 Very High
ACT-Inconsistent
techniques/
Proscribed
behaviours
How present in this session?
Did the therapist 
explains the 
"meaning" of 
paradoxes or 
metaphors (possibly
0 Not at all 1 Minimal 2 Moderate 3 High 4 Very High
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to develop "insight”)
Did the therapist 
engage in criticism, 
judgement or taking 
a "one up" position?
0 Not at all 1 Minimal 2 Moderate 3 High 4 Very High
Did the therapist 
argue with, lecture, 
coerce or attempt to 
convince the client?
0 Not at all 1 Minimal 2 Moderate 3 High 4 Very High
Did the therapist 
substitute his or her 
opinions for the 
client's genuine 
experience of what 
is working/ not 
working?
0 Not at all 1 Minimal 2 Moderate 3 High 4 Very High
Did the therapist 
model the need to 
resolve
contradictory or 
difficult ideas, 
feelings, memories, 
and the like?
0 Not at all Minimal 2 Moderate 3 High 4 Very High
Evidence for 
Delusional Beliefs: 
Did the therapist 
assess the evidence 
that the client uses 
to support his/her 
delusional beliefs?
0 Not at all 1 Minimal 2 Moderate 3 High 4 Very High
Validity
Testing/Behavioural 
Experiments: Did 
the therapist 
encourage the client
0 Not at all 1 Minimal 2 Moderate 3 High 4 Very High
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to 1) engage in 
specific behaviours 
for the purpose of 
testing the validity 
of their beliefs, OR 
2] make explicit 
predictions about 
external events so 
that the outcomes of 
those events could 
serve as tests of 
those predictions 
OR 3) review the 
outcome of previous 
validity tests?
Cofombo Style: Did
the therapist help 
the client to explain 
his/her reasons for 
holding a belief by 
apologising for being 
confused about it all 
but then carefully 
questioning to gain 
the details?
0 Not at all 1 Minimal 2 Moderate 3 High 4 Very High
Verbal Challenge of 
Delusions: Did the
therapist challenge 
the client's beliefs 
through discussion?
0 Not at all 1 Minimal 2 Moderate 3 High 4 Very High
Overall Rating
How would you rate  the  clinician overall in this session, as an ACT therapist?
317
Acceptance and Commitment Therapy (ACT) for people who are distressed
by hearing voices: A case series
0 1 2 3 4 5 6
Poor Barely Adequate Mediocre Satisfactory Good Very Good Excellent
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ACT Therapeutic Stance
Any of the following:
• The therapist speaks to the client from an equal, vulnerable, 
genuine, and sharing point of view
• The therapist models willingness to hold contradictory or difficult 
ideas, feelings, memories, and the like without needing to 
“resolve” them.
• The therapist takes a compassionate and humanizing stance 
toward the client’s suffering.
• The therapist always brings the issue back to what the client’s 
experience is showing, and does not substitute his or her opinions 
for that genuine experience
• The therapist is willing to self disclose about personal issues 
when it makes a therapeutic point
• The therapist sequences and applies specific ACT interventions in 
response to client needs, and displays readiness to change course 
to fit those needs at any moment.
• New metaphors, experiential exercises and behavioural tasks are 
allowed to emerge from the client’s own experience and context
• The therapist recognises ACT relevant processes in the moment 
and where appropriate directly supports these in the context of the 
therapeutic relationship
Developing Acceptance and Willingness/Undermining Experiential
Control
Any of the following:
• Therapist communicates that client is not broken, but is using 
unworkable strategies
• Therapist helps client examine direct experience and detect 
emotional control strategies
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• Therapist actively uses concept of “workability” in clinical 
interactions
• Therapist actively encourages client to experiment with stopping 
the struggle for emotional control and suggests willingness as an 
alternative.
• Therapist uses shifts between control and willingness, as an 
opportunity for the client to directly experience the contrast in 
vitality between the two strategies.
• Therapist helps the client investigate relationship between levels 
of willingness and sense of suffering
• Therapist helps client make experiential contact with the cost of 
being unwilling relative to valued life ends
• Therapist helps client experience the qualities of willingness (a 
choice, a behaviour, not wanting, same act regardless of how big 
the stakes)
• Therapist uses exercises and metaphors to help client contact 
willingness the action in the presence of difficult material
• Therapists structures graded steps or exercises to practice 
willingness
• Therapist detects struggle in session and teaches the client to do 
so
Undermining Cognitive Fusion
Any of the following:
• Therapist identifies client’s emotional, cognitive, behavioral or 
physical barriers to willingness
• Therapist suggests that “attachment” to the literal meaning of 
these experiences makes willingness difficult to sustain
• Therapist actively contrasts what the client’s “mind” says will 
work versus what the client’s experience says is working
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• Therapist uses language tools, metaphors and experiential 
exercises to create a separation between the client and client’s 
conceptualized experience
• Therapist uses various interventions to both reveal the flow of 
private experience and that such experience is not “toxic”
• Therapist works to get the client to experiment with “having” 
these experiences, using willingness as a stance
• Therapist helps client make contact with the evaluative and 
reason giving properties of the client’s story
Getting in Contact with the Present Moment
Any of the following:
• Therapist displays delusion from client content and direct 
attention to the moment
• Therapist can bring his or her own feelings or thoughts in the 
moment into the therapeutic relationship
• Therapist uses exercises to expand the clients sense of experience 
as an ongoing process
• Therapist tracks content at multiple levels and emphasizes the 
present when it is useful
• Therapist models coming back to the present moment
• Therapist detects client drifting into past and future orientation 
and comes back to now
• Therapist teaches the client to detect their own drifting into the 
past and future, and to come back to the present moment
Distinguishing the Conceptualized Self from Self-as-Context
Any of the following:
• Therapist helps the client differentiate self-evaluations from the
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self that evaluates
• Therapist employs mindfulness exercises to help client make 
contact with self-as-context
• Therapist uses metaphors to highlight distinction between 
products and contents of consciousness versus consciousness
• Therapist employs behavioural tasks to help client practice 
diistinguishing private events from self
• Therapist helps client understand the different qualities of self 
conceptualization, just noticing events and simple awareness
Defining Valued Directions
Any of the following components:
• The therapist helps the client clarify valued life directions
• The therapist helps client “go on record” as wanting to stand for
valued life ends
• The therapist teaches client to distinguish between values and 
goals
• Therapist distinguishes between outcomes and processes
• Therapist puts his or her own therapy relevant values in the room
and models their importance
Building Patterns of Committed Action
Any of the following components:
• The therapist helps client identify valued life goals and build an 
action plan
• The therapist encourages the client to “have” barriers and make 
and keep commitments
• The therapist encourages client to take small steps and to look at 
the quality of committed action
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• The therapist keeps the client focused on larger and larger 
patterns of action
• The therapist integrates slips or relapses into the experiential base 
for future effective action.
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6.19Nonsignificant findings and trends towards 
meaningful changes
Outcome Measures
None of the participants demonstrated a reliable improvement on the VLQ- 
A with scores remaining largely consistent with Baseline.
James, Sandra and Michael did not show a reliable change on the HPSVQ.
VAAS-9 Acceptance Scale
James did not demonstrate a reliable change on the VAAS-9 Acceptance 
Scale. This is statistically supported by his Tau-U score on this scale as 
well as visually analysing his data in figure 3, which does not show a 
change in his scores during the intervention.
Table 5 reports that Sandra demonstrated a reliable improvement on the 
Acceptance scale at the end of the Acceptance phase in comparison to 
Baseline. In addition, table 6 reports that her Baseline scores were 
significantly different to her scores during the Intervention. However, 
figure 3 highlights that Sandra’s final Baseline score was lower than her two 
previous baseline assessments, and that her intervention assessment scores 
were consistent with her first two baseline assessments. Whilst her scores 
during the intervention were one to two points higher this is not a reliable 
difference according to the RCI. Therefore, this reliable change may be an 
artefact of the outlier in the final week of the Baseline phase and so this 
change will not be deemed to be a meaningful change.
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Michael did not demonstrate a reliable change on the Acceptance Scale. 
However, table 6 reports that his scores on the Acceptance phase were 
significantly higher during the Intervention phase in comparison to his 
scores during Baseline. Visually figure 3 shows that his scores during the 
Intervention phase do appear to be higher compared to his Baseline scores. 
However, this emerges from the very beginning of the Intervention phase, 
indicating that it may not have been caused by the intervention. Therefore, 
this will not be classed as a meaningful change according to the 
conservative approach adopted by this study. Nevertheless, it does suggest 
that a trend may have been evident.
VAAS-9 Independence Scale
Sandra did not demonstrate a reliable change on the Independence Scale. 
This is statistically supported by her Tau-U score on this scale as well as 
visually analysing her data in figure 4.
Michael demonstrated a reliable improvement on the Independence scale at 
the end of the Intervention in comparison to Baseline. However, this is not 
statistically supported with table 8 reporting that his scores during the 
Intervention were not significantly different to his scores during the 
Baseline. Figure 4 suggests that his final score on the Independence Scale 
may be an outlier and is not consistent with his score the week previously. 
Therefore, according to the conservative approach Michael did not show a 
meaningful improvement on the Independence Scale.
AAQ-II
Neither Sandra nor Michael demonstrated a reliable change on the AAQ-II. 
This is statistically supported by their Tau-U scores in table 10 as well as 
visually analysing their data in figure 5.
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BAVQ-R Omnipotence Scale
Table 11 reports that neither Sandra nor Michael demonstrated a reliable 
change on the Omnipotence Scale. This is statistically supported by their 
Tau-U scores in table 12 as well as visually analysing their data in figure 6.
BCSS Negative-Self Scale
On the Negative-Self Scale Christiana demonstrated a trend towards a 
reliable improvement with a change in score of 6 and the RCI being 6.54. 
Christiana’s score could not have changed further with her reaching the 
floor on this questionnaire. This improvement is visually shown in figure 7 
and this improvement appears to occur during the Acceptance phase. This 
is statistically supported with Christiana’s scores on the Negative-Self Scale 
being significantly lower during the Intervention in comparison to the 
Baseline and significantly lower during the Acceptance phase in comparison 
to the Values phase. Drawing this information together suggests that 
Christiana shows a trend towards a meaningful change on the Negative-Self 
Scale.
Michael demonstrated a reliable change on the Negative-Self Scale. 
However, visually figure 7 shows that this may be due to a potential outlier 
at his final baseline assessment. This is supported by his Tau-U score in 
table 14, which reports that there is not a significant difference between his 
scores during the Intervention phase in comparison the Baseline phase. 
Therefore, drawing this information together suggests that Michael did not 
show a meaningful change on the Negative-Self Scale.
Sandra demonstrated a reliable improvement on the Negative-Self Scale at 
the end of the Values phase in comparison to the end of the Baseline phase.
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However, this improvement was of seven points with the RCI being 6.54. 
Caution therefore needs to be applied before concluding that this is a 
reliable change. This is statistically supported by her Tau-U scores in table 
14 by her scores during the Intervention not being significantly different to 
her scores during the Baseline phase nor her scores during the Acceptance 
phase being significantly different to her scores during the Values phase. 
Therefore, this information together may indicate a trend towards an 
improvement in Sandra’s scores on the Negative-Self Scale but this does not 
meet the criteria for a meaningful change.
Table 13 reports that James did not demonstrated a reliable change on the 
Negative-Self Scale. This is statistically supported by his Tau-U scores on 
table 14 and visually supported by his data in figure 7.
BCSS Positive-Self Scale
On the Positive Self-Scale Christiana demonstrated a reliable improvement 
in comparison to the end of the Values phase. Visually, figure 8 indicates a 
slight worsening on her scores during the Values phase in comparison to 
Baseline and then an improvement on the this scale halfway through the 
Acceptance phase. Table 16 reports that her scores during the Intervention 
are not significantly different to her scores during the Baseline, which may 
be due to her scores during the Values phase appearing to be similar to her 
scores during Baseline (see figure 8). However, her scores during the 
Acceptance phase are significantly higher compared to her scores during the 
Values phase. Drawing this information together suggests that Christiana 
demonstrated a trend towards a meaningful improvement on the Positive- 
Self Scale, which occured during the Acceptance phase.
Table 15 reports that neither James, Sandra, nor Michael demonstrated a 
reliable change on the Positive Self Scale. This is statistically supported by
327
Acceptance and Commitment Therapy (ACT) for people who are distressed
by hearing voices: A case series
their Tau-U scores on table 17 and visually supported by their data in figure 
8 .
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6.20Example of Change Interview Transcript
I: Ok so I’m just gonna be asking you about your experience of therapy, 
how you’ve found it, and how it’s helped you or maybe not helped you.
P: OK
I: OK so what what has therapy been like for you, how’s it felt like to be in 
therapy?
P: Erm it’s er very er it’s completely changed my my outlook on myself.
I: Mmmhmm
P: Um.. .um.. .it’s brought out the new me, the new me.
I: Yep, great
P: I’ve learnt a lot of things um had a lot of problems with um voices in my 
head where I used to always be paying attention to what they say...
I: Yep
P: ...but now because of the different sessions that um Abby um she she 
that we we went through step by step um I’m I’m not paying attention to the 
voices anymore and they seem to have disappeared...
I: Ok
P: ...every they used to be there every every day but now they’re there 
every four days I’ve noticed them.
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I: Ok so that’s something that’s changed while your therapy has been going 
on?
P: Yes
I: So maybe less voices or you hear them less often?
P: Yes
I: Ok. And and how did you feel when you started therapy, what did you 
feel before you started?
P: Oh my goodness, I was I was not very I think that I was the complete 
opposite um I was hearing the voices everyday um I wasn’t communicating 
with anyone...
I: Yep
P: ...I was always tearful.. .and I was always sad. Yes, yes.
I: Ok so you feel quite different now?
P: Yes.
I: Ok that’s good to hear. So if you think about um how you felt as therapy 
went along, did you feel, what sort of experience do you think it was for
you?
P: Um I wasn’t expecting er this kind of experience um as I as I went along 
it seems that er different parts of me er begin to open up...
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I: Yeah
P: .. .begin to um um recognise that there is life while hearing voices...
I: Yep
P: ...and um and that I could commum could could er contribute to my own 
life um by just acknowledging the voices and letting them be.
I: Yep
P: Yeah
I: So that’s a that’s is that a technique that you talked about?
P: Yes
I: Great, OK. So if you think about how things are for you in general now, 
so what what things are you doing at the moment, how are things for you?
P: Oh very good, very good. I’m at [local day centre] where I do art and tai 
chi.
I: Ok, how’s that?
P: Very good, it’s very good. It’s fun and very um very enjoyable. And I 
can participate, talking to the other people, the other users now, before I 
didn’t talk to anyone but now I’ve made about five or six friends.
I: Great.
P: Yes
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I: And how has that changed things for you, how has that made you feel?
P: Um made me feel more confident, more confident and a lot happier 
within myself.
I: Great. Is there anything else that you’re doing at the moment, anything 
planning, anything coming up?
P: Yes I’m going 11 they they [the local day centre] offered a holiday...
I: Great
P: ...in July, to Dorset.
I: Oh that sounds nice.
P: It’s for five days and I said that I would go.
I: Ok, that sounds brilliant.
P: Yes.
I: So that’s part of their they they help you sort it out?
P: Yes yes.
I: Cool ok so is that with people that you’ve made new friends with?
P: Yes yes.
I: Great so that sounds really nice.
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P: Yes
I: You looking forward to that then?
P: Yes
I: Cool, Ok, well that’s is that a is that a big change for you, is that 
something you wouldn’t have done before?
P: I would never have done that before, no.
I: Ok great, ok that’s brilliant. Ok um if we try and think about um do you 
remember before when we did this we talked about things that have changed 
since you’ve had the therapy.
P: Yes
I: So we’re going to try and try and do that again so try and jot down some 
things that have changed. So you did mention that the voices are perhaps 
less now...
P: Yes yes
I:...so that’s that’s a change?
P: Yes yes
I: Um and and what else has changed, so you mentioned that you’re mood 
has changed, is that right?
P: Yes my mood has changed.
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I: And how has that changed?
P: Um I used to be always er tearful, always tearful...and um er finding it 
difficult to express myself.
I: Mmmhmm.
P: Um didn’t have any energy to talk.
I: Yep
P: Had low energy levels.
I: Mmmhmm. So, your mood has changed, as in your mood is better?
P: Yes yes 
I: Yep.
P: Yes that’s what my mum has told me.
I: Ok great so that’ something other people have noticed in you as well?
P: Yes y es .
I: Um so the voices have got less, your mood is better, um your energy 
levels...
P: Is higher.
I: Mmmhmm.
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P: I can do more things now. I’m reading a book and doing knitting...
I: Yep.
P: And I’m communicating more with my mum.
I: Mmmhmm... So these sorts of things like doing things like knitting or 
reading, were they things you weren’t doing before?
P: No I wasn’t no.
I: And are they things you’ve found more enjoyable?
P: Yes yes.
I: Ok great, so you’re communicating more with your mum particularly, 
anybody else?
P: And my brother and my sister.
I: So so family in general you’re kind of talking to them more.
P: Yes yes
I: And what have they said, what have they noticed?
P: They’ve noticed it as well. Yes, they’ve noticed that I seem to have um 
be more er positive on my outlook.
I: Yep.
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P: And I as before I didn’t talk at all, just said hello...
I: Mmmhmm
P: .. .then I would go to my bedroom...
I: Yeah
P:.. .but now I say hello and 11 er comment about his clothes and that things 
in general.
I: So you have have a good chat?
P: Yes yes. -
I: So what was it before that stopped you doing that?
P: I don’t know, I just didn’t talk. I wasn’t talking at all. I wasn’t talking at 
all to anyone. And I think the therapy, because um I I’ve had to talk in 
therapy, it’s made me be more confident and then it’s it’s stretched onto my 
personal life.
I: Yep
P: Yeah
I: So con-confidence is something that’s changed as well, you’ve got more 
confidence now?
P: Yes
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I: Ok that’s really... Ok so, we’ve got your voices have got less, your mood 
is better, more energy, doing more things, communicating, confidence...
P: Yes
I: ...um anything else do you think that’s changed since you’ve had 
therapy?
P: Um ...I’ve heard I’ve heard lots of techniques. I’ve written them down. 
All the techniques. Tech-techniques um um er if I’m getting negative 
thoughts to put them on a leaf and let them float on by.
I: Yep
P: Um and to breathe in and out, three second breathing, in and out, and er 
um there’s lots, lots, there’s ten.
I: Ok so you’ve got all these learnt techniques.
P: Yes yes
I: So that’s another change, that you, do you feel more able to deal with 
things by using these techniques?
P: Yes yes. They’re all on a CD that um Abby’s given me.
I: Is that helpful, have you listened to that?
P: I do I listen to them everyday.
I: Great, that’s really great.
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P: Yes
I: So the CD, so more able to, to manage your feelings yourself?
P: Yes yes
I: Ok that’s brilliant. And is there anything that’s changed for the worse, 
since you started therapy sessions, anything that’s got worse in anyway?
P: Um...no no it’s been the complete opposite.
I: Mmmhmm.
P: Yeah.
I: So everything’s better...
P: Yeah yeah
I: That’s great, that’s really good to hear.
P: Yes yes.
I: And is there anything that you wanted to change before you started 
therapy that hasn’t changed? Or has it all been...
P: I didn’t have any any I had all negative thoughts of coming into therapy, I 
think my mum told me to come into therapy and my doctor.
I: Yep
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P: But I had all negative thoughts that that I’m going to have to talk, you 
you imagine laying on a couch or er...
I: Mmmm yeah
P: ...you’re going to have to talk and I don’t talk at all and I had lots of 
horrors, cause I didn’t know how to express myself. But it’s been the 
complete opposite.
I: Yep. So maybe you didn’t expect things to change but actually they 
have?
P: No yes
I: Mmmhmm ok that’s great. Ok so if we think about these changes again, 
we’re gonna try and see if you if you think they were kind of expected or 
not. So I mean you just said that maybe you didn’t expect these changes...
P: No
I: ...but if we’re thinking about these changes, one by one. So the voices 
you say they’ve got less since you started the therapy.
P: Yes yes
I: And, did you expect that to change or were you surprised by that?
P: Oh I was surprised, surprised by that um didn’t hear the I’ve just realised 
that after four days that everywhere was quiet and I could actually hear 
myself think. And when was the last time that I’ve heard the voices? I 
remember hearing the voices on the Monday so that was four days gone by 
without hearing any voices...
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I: Ok
P: .. .and that was a nice a it was it was a er a shock.
I: Yeah but it was a 
P & I: It was a nice shock.
P: Yeah.
I: So being able to hear yourself think, is that something that is different as 
well?
P: Yes yes.
I: Ok. So you were surprised by by that, by the voices getting less?
P: Yes yes
I: And do you think if you hadn’t had the therapy, that would have 
happened?
P: No it wouldn’t have happened.
I: And how important to you is it to you that that’s happened?
P: Um it’s changed my life. I’m a completely different person.
I: So very important you would say?
P: Very important.
340
Acceptance and Commitment Therapy (ACT) for people who are distressed
by hearing voices: A case series
I: Ok. And with your mood being better, so you’re not sad, feeling much 
more positive now, was that change expected or were you surprised by that?
P: No I was surprised by it, yeah.
I: Mmmhmm and do you think that would have happened without therapy? 
P: No it wouldn’t have happened without therapy.
I: And how important is it to you?
P: Very important.
I: Yeah. Ok so if we think about your energy levels and kind of the fact that 
you’re doing more things?
P: Yes
I: Um was that expected for you or...?
P: No, totally unexpected.
I: Yep, and do you think they would have happened without therapy?
P: No not without therapy.
I: Mmmhmm and how important is that to you, that you’re able to do more? 
P: Er very important, yeah.
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I: Mmmhmm and how about in ways of like communicating, so you’re 
communicating more with your family...
P: Yes
I: .. .you said you’ve made some new friends.
P: Yes
I: You know it’s all really great to hear um were those changes expected or 
were you surprised by them as well?
P: I was surprised by them, I think um most most of my family is very 
surprised.
I: Yeah, so your family is surprised too?
P: Yeah
I: What do you think they they think now, are they pleased?
P: They’re very pleased.
I: Yeah.
P: They’re very pleased.
I: And would, do you think if you haven’t had the therapy, would you be the 
same as you were before or do you think that.. .?
P: If I hadn’t had the therapy I would be the same same I wouldn’t be able 
to communicate with you now.
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I: Mmmhmm so it was, it wouldn’t have happened unless you had the 
therapy?
P: No no.
I: Ok. And how important is that to you, that you’re able to communicate?
P: Very important.
I: And if you think about your confidence level, you say that your 
confidence has has changed dramatically...
P: Yeah
I: ...so say if you think about before the therapy, what would you say your 
confidence was out of 10 with 10 being most confidence?
P: I would say 1.
I: And how about now?
P: I would say 8.
I: So it’s gone from 1 all the way up to 8. So that’s that’s a really big 
change isn’t it?
P: Yes yes.
I: And was that expected or were you surprised by that?
P: I was surprised by it.
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I: And how likely do you think that was caused by therapy?
P: Um that was caused very much by therapy.
I: Hmm. And how important is that to you, that you’re confidence...
P: Oh very important, yeah yeah.
I: Ok that’s great um so yeah just thinking lastly about the techniques 
you’ve learnt...
P: Yeah
I: .. .and the fact that you’re able to manage your feelings yourself now...
P: Yes yes
I: Yeah that’s quite a big change from before when maybe you felt that you 
couldn’t manage them...
P: Yes yes
I:.. .um did you expect that to happen or not?
P: No I didn’t expect it at all, didn’t expect it at all. But when we had the 
sessions where we were um um doing techniques and then I I had to and 
then she gave me a CD that I had to listen to the CD and er um and the 
techniques kicked in and I had to er think think for myself er recognise 
recognise my own feelings...
I: Yep
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P: ... it was it was as if there was another person watching me er an observe 
Abby calls it an observer self um watching me and so long as I’m able to 
see my observer self whenever I get into any depressive thoughts...
I: Yep
P: ...It disappears, the negativity goes away.
I: Ok, so you’ve really kind of you’ve really go a [inaudible]...
P: Yes yes
I: ...that’s really good to hear, that you’ve taken taken them on board, used 
them by yourself.
P: Yes yes.
I: And do you think that was likely to happen without the therapy or not?
P: No no.
I: Ok and how important was that to you?
P: Very important.
I: That you can manage this yourself and do it kind of by yourself in your 
own time.
P: Yes yes
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I: Great, ok. Ok so in general what do you think has caused these various 
changes for you, so you mentioned techniques...
P: Yes
I: Is there anything else in the therapy, or anything else about the therapy 
that you think is that’s changed things for you?
P: It was um techniques and er recognising my feelings and being able to 
talk about my feelings. I think um talking about them was a um stepping 
stone and er and and and and it was mainly that and the er techniques.
I: Yep
P: Mindful techniques.
I: Is there anything outside of therapy that’s helped you, at the same time, 
anything else that’s helped with changes?
P: No 11 cause with the therapy I’ve I’ve read I bought a book for the first 
time while I was in therapy and um I then then I began to write poetry while 
I was in therapy...
I: Yeah lovely
P: ...um but outside of therapy there wasn’t anything else new. It all 
happened while in therapy.
I: Yep. And can you kind of sum up what’s been helpful about your 
therapy?
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P: Oh the whole techniques, um techniques the whole mindful techniques 
um sessions
I: Yep
P: Um and they they all went into detail...
I: Yep.
P: ... and they all um just went at my own pace.
I: Mmmhmm.
P: And being able to talk about my feelings.
I: So this was your first experience of therapy?
P: Yes
I: Mmmhmm and so, so it’s been a positive experience?
P: Positive experience.
I: Yep. Ok and was there anything um about the therapy that that wasn’t 
helpful or that was negative or maybe difficult?
P: No no.
I: And were there things that came up in the therapy that were perhaps 
maybe a bit difficult or a bit painful but were still helpful in the long-run?
P: Yes yes yes.
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I: Ok and what were those things?
P: Oh it was talking about my past, why I got here or how I got ill...
I: Mmmhmm
P: ...um and boyfriends.
I: Ok so talking about past experiences, things like that?
P: Yes yes.
I : So they were difficult things to talk about but also helpful?
P: Yes yes.
I: And is there anything that you would say has been missing from your 
treatment, so is there anything that you think would have made the therapy 
better or more helpful?
P: No she completely, Abby completely surprised me, she covered 
absolutely every area of my life. And um she talked about every every area 
of my life and she invited discussions and that helped me open up to talk 
about different areas of my life.
I: Yep. That’s great. Ok do you have any suggestions for us, like regarding 
the research in general, or the therapy?
P: Um no everything’s been done very um er professionally yes and all 
areas have been covered.
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I: And how did you feel about doing the questionnaires with Abby or doing 
the questions, things like that?
P: That was another area of of um getting to know myself, jotting it down 
on paper.
I: Mmmhmm
P: That was, that was very therapeutic.
I: So you found it helpful to kind of do that as well?
P: Yes yes.
I: Ok great. Um do you have anything else you want to say about it at all, 
anything in general about the therapy, or about the research?
P: Only that it’s been a positive experience and that 11 would um go on go 
on another session if there were another session. Yeah yeah.
I: Yep. And would you recommend it to other people to take?
P: Yes yes.
I: Cool, that’s good. That’s good for us to hear that it’s been positive for 
you as well.
I: Ok, that’s about it.
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6,21 Quality Indicators Within Single-Subject 
Research
Evaluating of the methodology of this study according to Horner at el.’s (2005) 
quality indicators
Quality
Indicators
Indicator
met?
Evidence in current study
D escription  o f Yes • Detailed description of participants and setting in
partic ipan ts Methods section and Appendix
an d  settings
D ependent Yes • Dependent variables operationally defined according
Variable to validated measures.
• Measurements described and included in Appendix
Independent Yes • Independent variable operationally defined according
Variable to ACT for Psychosis protocol described in Appendix
• Fidelity to ACT for Psychosis monitored via
adherence measure
Baseline Yes • Baseline conducted over a minimum of 3 time points
for each participant
• Description of baseline including brief description of
TAU in Methods section and Appendix
E xperim ental No • No experimental control i.e. the use of multiple
C ontrol / baseline
Internal
Validity
External Partially • Study conducted with four participants with effects
Validity replicated in two participants
• Study not replicated across settings or therapist.
Social Yes • Developing psychological interventions for voice
Validity hearing is socially important
• Intervention conducted with high ecological validity
therefore easily replicable in clinical settings.
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